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THE JOURNAL CHANGES FACE 


Regular readers of the TEXAS STATE JOUR- 
NAL OF MEDICINE will already have observed 
that the current issue has a different look. The 
changes in the cover and in the type face and 
styling of the reading sections of the JOURNAL 
initiated with this number were authorized by 
the Board of Trustees in an effort to make the 
publication more attractive to the eye and there- 
fore more acceptable to those who read it. In 
addition, it was hoped that presenting the 
JOURNAL in a more attractive form would en- 
courage new readers, thus increasing its value 
to the medical profession and to the advertisers 
who serve the profession. 

In line with other efforts to make the JouR- 
NAL more useful, a slight regrouping of ma- 
terial has been effected. Many contributions 
which would previously have been published as 
original articles will hereafter be carried in the 
Case reports section. Other material which has 
been scattered throughout the editorial, miscel- 
laneous, and society news departments will be 


brought together in a single organization sec- 
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tion devoted to information about the county 
and district medical societies, the State Medical 
Association, and the American Medical Associa- 
tion. Various other minor reorganization will 
be noted. 


Members of the Board of Trustees and the 
Editor of the JOURNAL realize that at first 
Volume 45 may not seem to have the same 
warmth and friendliness which familiarity lent 
to previous volumes. It is true that the revisions 
in typography and layout are probably the most 
decisive since the first issue of the TEXAS STATE 
JOURNAL OF MEDICINE was published in July, 
1905. However, modifications have been made 
carefully and only after earnest consideration 
of the history and background of this particular 
publication as well as of recent trends in the 
entire field of medical literature. 


Readers are urged to look kindly upon the 
next few issues, allowing themselves to be- 
come accustomed to the color and design of 
the cover, the variation in type face inside. Now 


or later, however, constructive criticism with 
respect to the JOURNAL’S appearance or its 
contents will be welcomed. 






































THE AMERICAN MEDICAL 
ASSOCIATION ASSESSMENT 


At the interim session of the American Med- 
ical Association, held recently in St. Louis, the 
House of Delegates for the first time in its 
hundred-year history voted unanimously to as- 
sess 140,000 members of the A. M. A. $25 
each for a nationwide plan of education on the 
progress of American medicine. The importance 
of the conservation of health and the advan- 
tages of the American system of securing a wide 
distribution of a high quality of medical care 
is to be stressed. 


The medical profession of this country and 
the A. M. A., which represents the profession, 
have been criticized by a great many people and 
organizations—especially politicians and social 
planners who would foist upon the public the 
form of socialism which would eventually cause 
a deterioration of the high standards of medical 
service which the people of this country are 
now receiving. To regain fully the good will 
and confidence of the people will require real 
effort on the part of the profession. 

The fund which will be created by this assess- 
ment, amounting to between two and three 
million dollars, will make provision for the 
educational program needed to tell the Amer- 
ican people about the many contributions which 
the medical profession has made to alleviate 
disease, to preserve life and postpone death. In 
addition, it will put the American Medical 
Association on a sounder fiscal basis. As was 
brought out in a statement by Dr. George 
F. Lull, secretary and general manager of the 
A. M. A., shortly before the end of last year, 
the high cost of publishing The Journal of the 
American Medical Association and the adminis- 
tration of the Association’s affairs have been so 
great that the Association is likely to show a net 
loss for 1948, despite the fact that the. dues 
of the Fellows of the Scientific Assembly have 
been increased from $8 to $12 during the past 
year. It might be mentioned in this connection 


that members of the American Medical Associa- 
tion, whose membership is by virtue of mem- 
bership in a county medical society of a com- 
ponent state or territorial association, pay no 
dues. Only the Fellows of the Scientific As- 
sembly, who receive as part of their Fellowship 
benefits a year’s subscription to The Journal 
of the American Medical Association, pay dues, 
and it is from this source that most of the 
funds available to the A. M. A. are derived. 


As has been repeatedly emphasized in this 
JOURNAL and other medical journals of the 
country, the medical profession as a wiiole is 
of the firm opinion that government control of 
medicine will lower the standards of medical 
care in the United States; that it is for this 
reason that every physician should do his part 
in helping to prevent such injustice to the 
people of this country. The American Medical 
Association, our champion in this fight along 
with other organizations which have in past 
years been in the front ranks of the battle, de- 
serves the wholehearted support of every mem- 
ber of this Association. It will require putting 
foremost the health and best interests of the 
public which is served, forgetting petty jeal- 
ousies and being willing if necessary to sac- 
rifice some of our personal comforts and de- 
sires to assist the great profession to which we 
owe our livelihood and through which we have 
dedicated our efforts to the benefit of the 
public. 


ASSOCIATION NEWSLETTER 
ESTABLISHED 


Monthly publication of a newsletter was 
begun in December by the Committee on Pub- 
lic Relations of the State Medical Association 
under the direction of Dr. George A. Schene- 
werk, chairman. Designed to keep members of 
the Association informed of the current plans 
and activities of the Committee on Public Rela- 
tions and of various problems which confront 
the medical profession and the efforts made to 
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bears the name PR-Diagnotes. 


Decision to distribute regular issues of the 
newsletter monthly and special issues at other 
times when they are warranted was reached by 
the Committee on Public Relations with the 
approval of the Board of Trustees because of 
the belief that such a publication would lend 
assistance and stimulate interest in building a 
better relationship between the medical pro- 
fession and the public. It was believed that 
each member of the Association should be 
advised on legislative action that concerns the 
medical profession in Texas and that each would 
profit from a knowledge of medical public 
relations efforts being carried on by other so- 
cieties. Many other state medical organizations 
have found newsletters valuable. While they 
are issued in various forms, the essential pur- 
pose is the same—to define and evaluate press- 
ing medical public relations problems which 
increasingly confront the medical profession 
throughout the United States and to bring the 
facts to the attention of the membership. 

Members of the State Medical Association, 
particularly through their county societies, are 
encouraged to take an active part in publica- 
tion of PR-Diagnotes by submitting items of 


interest concerning themselves and their so- 
Cieties. 


The newsletter is merely another means 
which the Committee on Public Relations is 
taking to be of service to the medical profes- 
sion in Texas. It will be recalled that the first 
issue of a Handbook and Directory was dis- 
tributed by the committee last year. This ven- 
ture was so favorably accepted that a second 
edition, considerably larger and more compre- 
hensive, is being prepared and will be avail- 
able within the next several weeks. 

Just as the Handbook and Directory has 
been remodeled to meet the needs and interests 
of the medical profession, so PR-Diagnotes in 
its infancy can be molded to whatever shape 
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the membership of the Association desires. As 
the experience of other societies shows, it is 
not the form in which a newsletter is issued 
but the use to which it is put that will make 
it valuable. If members of the profession will 
offer their suggestions for improving PR-Diag- 
notes and will take advantage of it as a means 
of communication and ready information, the 
newsletter will be of real worth. 


COUNCIL ON NATIONAL EMERGENCY 
MEDICAL SERVICE 


The Board of Trustees of the American Med- 
ical Association in December, 1945, at the 
direction of the House of Delegates appointed 
a Committee on Military Service consisting of 
seven members, which, acting as a fact-finding 
body, conducted a study of medical officer ex- 
perience in World War II. Through the assist- 
ance of the Bureau of Medical Economic Re- 
search of the A. M. A. a questionnaire was 
prepared and mailed to medical officers who 
had returned to civilian status and the results 
of this survey were reported to the House at 
the Atlantic City meeting in June, 1947. The 
House of Delegates, mindful of the disturbed 
world political situation and aware of the pos- 
sibilities of total warfare, authorized the Board 
of Trustees to appoint a standing committee 
to be designated as the Council on National 
Emergency Medical Service. This Council was 
appointed in September, 1947, and headed by 
Dr. James C. Sargent of Milwaukee, Wis. 

This council after its organization set forth 
its purpose to be: 

“The development of proper logical and timely 
advice for presentation to the Board of Trustees of 
the American Medical Association with reference to 
the medical and associated problems involved in the 


mobilization of our nation’s armed forces, industry, 


agriculture and civilian population in time of a 
national emergency. 


“This council is therefore required to make a con- 


‘tinuous planned and coordinated study of these nu- 


merous problems associated with the mobilization of 
our nation’s manpower, resources and materials. 
“It is necessary therefore for this council to main- 























































































































4 


tain direct and continuous contact with other civilian 
and governmental medical and allied organizations 
and agencies as well as with those agencies and or- 
ganizations involved or responsible for the planning 
and operation of our national defense in its broadest 


term.” 

Being cognizant of the disturbed world po- 
litical situation and the possibility of atomic and 
aerial warfare, this council in April, 1948, at 
Chicago held a symposium on the medical as- 
pects of national security. Dr. Robert A. Trum- 
bull and Dr. Ozro T. Woods, both of Dallas, 
represented the State Medical Association of 
Texas at that meeting and recommended to the 
Committee on Military Affairs of the State 
Association that in keeping with the recom- 
mendation of the A. M. A. council, a state 
council on national emergency medical service 
of seven members be formed with the follow- 
ing categories represented: 


1. A doctor who has had experience in ad- 
ministration in the emergency medical service 
of the Office of Civilian Defense of the last 
war to serve as chairman. 

2. A doctor who had medical personnel ex- 
perience in World War II. 


3. A medical radiologist with the widest ex- 
perience in physics and engineering. 

4. An expert in bacteriology and viruses, 
who has had field epidemiology training. 

5. A representative from the State Coordi- 
nating Council on Mental Health. 

6. A doctor to represent industrial medicine. 


7. A medical representative of the State 
Health Department. 


The House of Delegates at the annual ses- 
sion of the State Medical Association in 1948, 
realizing that in the event of war the phy- 
sician’s responsibility would be divided into 
three categories, (1) assistance in the procure- 
ment of physicians for service in the armed 
forces; (2) the proper screening of candidates 
for enlistment service especially in case of a 
draft; and (3) a plan to meet disaster emer- 
gencies on the home front, felt that such a 


council would adequately serve all three of 
these needs and authorized its formation. Dr. 
Tate Miller, President, aware that such a coun- 
cil, in order to be most effective in time of 
war, should also have the approval of and be 
in position to act officially for the benefit of 
the people of Texas, recommended to Governor 
Beauford Jester that this council be given offi- 
cial status. 


In accordance with the recommendation of 
President Miller the following have been ap- 
pointed in the dual capacity: Dr. Robert A. 
Trumbull, Dallas, chairman; Dr. Ozro_ T. 
Woods, Dallas; Dr. Glenn D. Carlson, Dallas; 
Dr. J. L. Goforth, Dallas; Dr. Hamilton Ford, 
Galveston; and Dr. W. H. Hamrick, Houston. 
These were selected to fill the first six cate- 
gories mentioned. The seventh member, who 
is to be a representative of the State Health 
Department, will be appointed later by Gov- 
ernor Jester. 


In order to serve efficiently this council must 
be well organized and ready immediately to 
undertake the medical defense program as soon 
as it is handed down from the national level, 
and as representatives of the medical profes- 
sion of this state, it will be essential that the 
council have the wholehearted support of every 
physician in Texas. In time of national emer- 
gency the work of this council will reach into 
the life of each doctor in Texas as well as 
into the affairs of all its other private citizens, 
and although it is hoped sincerely that war is 
not imminent, we must all be on the alert and 


prepared to do our part whatever that may 
entail. 


OUR LIVING PAST PRESIDENTS 


A history of the development of the medical 
profession in Texas is dependent upon the per- 
sonalities of those who have constituted the 
membership of the State. Medical Association 
and those to whom leadership of the organiza- 
tion has been entrusted. 
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During the past nine decades the presidents 
of the State Medical Association have presented 
a variety of individual personalities. It is no 
meager tribute that among these combined in- 
dividuals the characteristic objective has been 
to raise the standards of the medical profession 
and offer longer life, comfort, and happiness 
to the people of this state through constantly 
improved medical care. 


The efforts of these men and their colleagues 


have been recorded in detail in the TEXAS. 


STATE JOURNAL OF MEDICINE. It is only fit- 
ting that those of this group who are still living 
should see their work recognized by their co- 
workers and know that their contribution is 


still an inspiration and a challenge to those 
who will succeed them.* 


Gathered principally from the transactions 
of the Annual Session over which they pre- 
sided and the President's Address as it ap- 
pears in past issues of the JOURNAL, the high- 
lights of each administration of the living past 
presidents of the Association are presented 
briefly on these pages. 

Because of limitations of space, no effort is 
made to provide a detailed account of any ad- 
ministration nor has it been possible to elabor- 
ate on the activities of these men in American 
medicine since their terms as president of the 
Association, which in many instances have been 
most outstanding both in the State Medical 
Association and in the American Medical Asso- 
ciation. However, a summary of the records 
serves to indicate a similarity of high purpose 
and unselfish devotion to the recognized prin- 
ciples of the medical profession in Texas. 

The records of the nineteen living past presi- 
dents speak for themselves: 

Dr. W. B. Russ, San Antonio, president 
1909-1910, was born September 18, 1874, at 
Kingston, La., and received his doctor of medi- 





* A historical table listing all of the known presidents, secretaries, 
and treasurers by year since establishment of the State Medical Associa- 
tion in 1853 appears on page 60 of this issue of the JOURNAL. 
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cine degree from the University of Pennsyl- 
vania in 1898. 


Unification of purpose among the 3,100 
members of the State Medical Association was 
encouraged under his guidance. He expended 
great effort to raise the educational standards 
of medical schools and to establish acceptable 
standards for the manufacturers of medical sup- 
plies and appliances. He assisted in securing the 
enactment of the following state legislation: 
(1) the Medical Practice Act, (2) the Anatom- 
ical Law, (3) the Board of Health Law, (4) 
the Tuberculosis Sanatorium Bill, (5) the 


Leprosarium Bill, and (6) the Pure Food and 
Drug Act. 


Dr. Russ continuously emphasized the value 
of the TEXAS STATE JOURNAL OF MEDICINE 
and his efforts resulted in an early prestige for 


the JOURNAL among the membership of the 
Association. 


Dr. JOHN T. Moore, Houston, president 
1910-1911, was born at Moore’s Grove near 
Huntsville in 1864 and received his medical 
degree from The University of Texas Medical 
Department in 1896. 


Designated the first councilor of the Ninth 
District and first chairman of the Board of 
Councilors, Dr. Moore was appointed secretary 
of the State Medical Association in 1902 to 
fill the unexpired term resulting from the 
death of Dr. H. A. West. Because of his many 
duties, he declined a second term as secretary, 
but he was elected vice-president of the Asso- 
ciation, councilor of his old district, and, for 
the second time, chairman of the Board of 
Councilors in addition to his responsibilities as 
the representative from Texas to the American 
Medical Association Council on Medical Edu- 
cation. Dr. Moore was an advocate of the 
highest standards in institutions designed for 
medical education and pointed out the needs 
for adequate facilities for medical licensure 
throughout his tenure of office in the Associa- 
tion. 


























































































































































































































As president Dr. Moore advocated (1) sep- 
aration of the annual membership assessments 
from the JOURNAL subscription fee; (2) en- 
forcement of public health laws; (3) profes- 
sional liability protection by means of a med- 
ical defense fund; (4) establishment of a per- 
manent home for the central office of the 
Association; (5) uniform regulation of mem- 
bership in the Association; (6) close organic 
union with the American Medical Association; 
(7) passage of the Owen Bill providing for a 
national department of public health; (8) pas- 
sage of the Dodds Bill providing for second 
class mailing privileges for scientific journals; 
and (9) diligence on the part of councilors in 
working for high standards of relationship be- 
tween the doctor, the patient, and the public. 


Dr. JoE Hitt McCRACKEN, Mineral Wells, 
president 1911-1912, was born in 1867 at 
Springtown. He received the degree of doctor 
of medicine from The University of Tennessee 
in 1891. 


Elected vice-president of the State Medical 
Association of Texas for 1911-1912, Dr. Mc- 
Cracken accepted the responsibility of the 
presidency upon the death of Dr. David R. 
Fly. Dr. McCracken continued the program of 
his predecessor and presided over the Annual 
Session at Waco. 


Dr. McCracken encouraged greater develop- 
ment of the TEXAS STATE JOURNAL OF MEDI- 
CINE and pointed out constitutional changes 
necessary to preserve second class mailing privi- 
leges for the publication. He emphasized fur- 
ther consideration of matters necessary for the 
development of an approved program of med- 
ical defense and reiterated the necessity of en- 
forcing the medical practice laws of the state. 

Other matters before the Association dur- 
ing this administration. included the support 
of the Owen Bill; revision of laws governing 
the care of the insane; procurement of facili- 
ties to provide a tuberculosis sanatorium; and 
consideration of proposed optometry legisla- 


tion, fee-splitting, and so-called “contract prac- 
tice.” 

Dr. M. L. GRAVES, Houston, president 1913- 
1914, was born March 26, 1867, at Bosque- 
ville, and received his medical degree from 
Bellevue Hospital Medical College at New 
York in 1891. 


Legislative matters for the consideration of 
this administration included the following: (1) 
revision of laws governing commitment of the 


‘insane; (2) creation of “single board” control 


of state dependents under the Board of Con- 
trol; (3) establishment of psychopathic hos- 
pitals; (4) establishment of a colony for the 
feebleminded; (5) relinquishing of border and 
port quarantine control by the state to the fed- 
eral government; (6) revision of the sanitary 
code and the provision of increased funds and 
power for the State Board of Health; and (7) 
more efficient laws for the control of sales of 
poisonous and habit-forming drugs. 


General activities included the first official 
endorsement by the Association of medical ex- 
aminations for school children. The Council on 
Medical Defense was created during this term 
of office, and preliminary work necessary for 
creation of the scientific Committees on Can- 
cer, Pellagra, and Venereal Diseases was un- 
dertaken. A Committee on Medical Education 
was appointed to cooperate with proper of- 
ficials in developing higher standards for the 
medical departments in universities of this state. 
The activities of the Committee on Care and 
Treatment of the. Insane and the Committee 
on an Institution for Indigent Consumptives 
were broadened considerably as were the activ- 
ities of the Committee on the Enforcement of 
Public Health Laws. Having completed its work 
at the time, the Committee on the Revision of 
Textbooks was officially discontinued. 

Dr. EDWARD H. Cary, Dallas, president 
1917-1918, was born at Union Springs, Ala., 
February 28, 1872, and received his doctor of 
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medicine degree from Bellevue Hospital Med- 
ical College, New York, in 1898. 

Dr. Cary served in Washington, D. C., as 
a representative of Texas in the selection of 
physicians for the armed forces during World 
War I. He helped develop the Student Army 
Training Corps in Texas, which enabled two 
north Texas medical schools to remain in 
existence throughout the war. Declining the 
realization of a personal desire to serve as 
director of a base hospital in France, Dr. Cary 
remained in Dallas to insure continued opera- 
tion of the medical school there. During this 
time he organized a “Baylor Unit” which served 
with distinction overseas in combination with 
the Minnesota University base hospital unit. A 
special session of the state legislature carried 
the full support of the State Medical Associa- 
tion in passing wartime emergency measures 
making venereal diseases reportable and quar- 
antinable. 

Dr. Cary continuously emphasized the need 
for maintaining the highest standards of med- 
ical education and throughout his administra- 
tion of the State Medical Association he advo- 
cated the standardization of hospitals. His own 
knowledge in the field of medical economics 
permitted him to stress the importance of this 
subject for every doctor and prompted his en- 
dorsement of the Owen Bill on a national 
legislative level. 

He recognized the early signs of a national 
trend toward socialized medicine and predicted 
the inevitability of the issues of national health 
insurance and government medicine in some 
form. In this light he consistently pointed out 
the importance of the public health aspects 
of medical practice in Texas and advocated 
enforcement of both legal and ethical principles 
of modern medicine for every member of the 
State Medical Association. 

Dr. JOE GILBERT, Austin, president 1927- 
1928, was born near Austin. He received his 
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medical degree from The University of Texas 
Medical Department in 1897. 

Dr. Gilbert stressed the importance of health 
and adequate medical care throughout the en- 
tire state. To insure these assets for the in- 
habitants of Texas, during his administration 
he recommended continued cooperation of all 
physicians with the State Health Department, 
with the view of reorganizing the Health De- 
partment so that it might produce more effi- 
cient service for the health and medical needs 
of the people of this state. 


To insure the quality of medical service 
from qualified physicians he advocated con- 
tinued cooperation with the Texas State Board 
of Medical Examiners as a means of eliminat- 
ing those elements of “quackery and ignorance” 
which were seeking the legal right to practice 
the “healing arts” on the uninformed public. 

In order that the public might become bet- 
ter informed in these and other important mat- 
ters of health education a radio program was 
inaugurated under the administration of Dr. 
Gilbert with greatest emphasis placed on the 
need for the distribution of reliable informa- 
tion in the field of medicine and public health. 

Dr. FELIX P. MILLER, El Paso, president 
1928-1929, was born in Coryell County, 
August 20, 1874, and received his medical 
degree from The University of Texas School 
of Medicine in 1899. , 

Dr. Miller advocated annual registration of 
physicians licensed to practice in Texas. Dur- 
ing his entire administration he pointed out the 
necessity for close inspection of the Workman’s 
Compensation Law and suggested changes for 
the betterment of all concerned. 

Dr. Miller emphasized the importance of 
an efficient health education division and the 
necessity of a competent bureau of vital sta- 
tistics in the offices of the State Health Depart- 
ment. The administration of Dr. Miller advo- 
cated an active interest in all matters of medical 
legislation and encouraged full support of meas- 
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ures designed to improve the medical care and 
treatment of residents in state eleemosynary 
institutions. Coordination of the State Medical 
Association and the Woman’s Auxiliary to the 
Association was stressed and the background 
for the present efficient, cooperating Woman's 
Auxiliary of today was provided under the 
guidance of his administration. 

Dr. Don JUAN JENKINS, Daingerfield, 
president 1929-1930, was born in Dallas, Ga., 
in 1862, and received his doctor of medicine 
degree from Vanderbilt University in 1887. 


Elected vice-president of the State Medical 
Association in 1929, Dr. Jenkins was elected 
to the presidency to fill the unexpired term 
which resulted from the death of Dr. Joe Dildy. 

Throughout his term in office Dr. Jenkins 
endeavored to carry out his pledge to fulfill 
the wishes of his close friend and predecessor 
as advocated in his support of periodic health 
examinations. Emphasis placed on the impor- 
tance of preventive medicine through statewide 
periodic health examinations caused the move- 


ment to become identified as “The Dildy Health 
Plan” and matters pertaining to the promotion 


of such a program formed the major portion 
of this administration. 


Dr. Jenkins encouraged the continued co- 
operative effort between the State Health De- 
partment and the State Medical Association 
particularly in developing an educational serv- 
ice for the public. He urged a continued effort 
toward the enforcement of the Medical Prac- 
tice Act and opposed efforts to weaken this 
act through the adoption of examining boards 
for sects and cults. He urged, with the Board 
of Councilors, that an educational campaign 
be developed by means of radio and newspaper 
with the cooperation of the State Health De- 
partment and volunteer health agencies. 

During his term of office Dr. Jenkins ex- 
pressed a great deal of interest in the rapid 
increase in the number of registered hospitals 
being built in the state and aided in stimulating 


an interest in medical economics as well as 
recognized problems of medical education. Dr. 
Jenkins and his official family attempted to 
encourage the work of the Woman’s Auxiliary 
and became fully aware of the willingness of 


this group to work in an efficient, cooperative 
manner. 


Dr. J. H. FosTer, Houston, president 1932- 
1933, was born November 20, 1876, in Nel- 
sonville, Austin County, and received his doc- 
tor of medicine degree from the Medical De- 
partment of The University of Texas in 1900. 

Under the leadership of Dr. Foster the Asso- 
ciation dealt with activities which could be 
included in the five points of view which 
made up the overall purpose of organized 
medicine as he saw it. These were (1) scien- 
tific work, (2) legislation, (3) sociological 
activities, (4) medical economics, and (5) 
medical education. 

Dr. Foster stressed the necessity of close co- 
operation and harmony among the physicians 
of the state and emphasized the importance of 
a careful selection of councilors throughout 
the various districts of the state. During his 
administration a reorganization of the Com- 
mittee on Cancer was effected as a means of 
securing efficient and continuous service in 
the field of cancer control. In the field of med- 
ical practice and medical economics as it re- 
lates to the individual member of the Associa- 
tion Dr. Foster advocated a careful considera- 
tion of principles of “contract practice” and 
urged that all members of the Association re- 
lieve themselves of any possibility of criticism 
along these lines. 

Matters pertaining to trends of government 
medicine were considered by the members of 
the Association and it was indicated that by 
careful coordination of effort the necessity of 
a federally subsidized profession might be elim- 
inated. Dr. Foster urged discussion of the eco- 
nomic side of medicine with the public through- 
out his term of office and pointed out the neces- 
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sity of being clearly understood by the public 
through the use of terms that would be accept- 
able to the individual citizen. Dr. Foster stressed 
the importance of good public relations and 
the necessity for a knowledge of the problems 
in medical economics. 


(EDITOR’s NOTE: It has been necessary to divide this re- 
view of the activities of the living past presidents of the 
Association into two sections, the second of which will be 
published in the February issue of the JOURNAL.) 


Current Editorial Comment 


nS 





ALCOHOLISM 


The medical profession has long been aware 
of the fact that alcoholism is an illness and that 
the alcoholic is a sick person. Although the 
profession has known this, unfortunately it has 
not always been able to utilize the knowledge. 

Too frequently the busy physician has ac- 
cepted the popular opinion that alcoholism is 
a habit and the alcoholic a moral problem. 
With this view as a working basis, the only 
medical assistance offered the alcoholic has been 
directed toward alleviation of the physical ef- 
fects of excessive drinking. Little effort to un- 
derstand the underlying illness causing the ex- 
cessive drinking has been made until recent 
years. 

This course has been followed largely be- 
cause the physician has not had the time to 
spend educating the public to the point that it 
would accept alcoholism as an illness. Until 
there was popular acceptance of the fact that 
the alcoholic was a sick person, it was well nigh 
impossible for the physician to try to treat the 
condition as a disease entity. Going along with 
public opinion in the matter, most of our hos- 
pitals have refused to accept alcoholics. This 
has added another obstacle in the path of ade- 
quate treatment of the disease. 

Popular opinion concerning alcoholism has 





“This department of the JOURNAL presents editorial comments on 
current items pertaining to the science, art, and practice of medicine, 
contributed by members of the State Medical Association and scien- 
tists closely associated with the medical profession of Texas. Invitation 
#s hereby extended to any member of the State Medical Association of 
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been reminiscent of the opinion held by the 
general public regarding mental illness a cen- 
tury ago. Because of a lack of public under- 
standing, the physician of that day was ham- 
pered in his study and treatment of the men- 
tally ill person. As the public became better 
informed and the public attitude changed, it 
was possible for the doctor to study and to 
devise therapeutic methods to alleviate many 
types of mental illness. 

We now witness such a change in public 
attitude concerning alcoholism. Gradually peo- 
ple are being informed as to the real meaning 
of the symptoms of excessive or compulsive 
drinking. They are being made to realize that 
this behavior, formerly considered the result of 
moral weakness, is really a part of an illness. 
Reliable scientific study of the disease is being 
carried on in many medical centers, the most 
notable being the Yale Laboratories of Applied 
Physiology. The results of these studies, as well 
as other pertinent information, is being passed 
on to the public through the National Com- 
mittee for Education on Alcoholism and the 
various local affiliates of this committee. 

Another factor involved in the reform in 
public thinking has been the splendid work 
done by the Alcoholics Anonymous clubs. These 
organizations, designed primarily to help the 
alcoholic help himself, are playing a rather re- 
markable role in promoting a better under- 
standing of alcoholism. 

As this change in public attitude takes place, 
we as physicians must be alert to see that our 
application of the knowledge at our disposal 
does not lag. We must also guard against hold- 
ing onto the old feeling that alcoholism is a 
vile and base habit. It behooves us to be con- 
stantly aware that alcoholism is a disease and 
to see the alcoholic as a sick person worthy of 


our best efforts to help him. 


DAVID WADE, M. D., Chairman, 
Austin Committee for Education 
on Alcoholism, 

Austin, Texas. 
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Articles 


Original 


CHOLECYSTOPATHIES FROM ANOMALIES OF 
THE GALLBLADDER AND ITS DUCTS 


MILFORD O. ROUSE, M.D., 
Dallas, 


Wuue it is true that the large 
majority of anomalies of the gallbladder and its ducts 
are without clinical significance, a gallbladder in an 
unusual position or of an unusual shape is sure to 
faise a question in the mind of the interpreter of 
cholecystographic films, and anomalies of the gall- 
bladder or biliary ducts (or of the blood supplies to 
them) can furnish real technical problems and can 
result in unhappy sequelae if the anomalies are not 
recognized at the time of surgery. 

We have found an unusual number of roentgeno- 
grams made in our own office which point to possible 
anomalies (27 instances in the past fifteen months ) 
and yet have been unable to find much detailed data 
on such anomalies from surgeons, pathologists, and 
anatomists in this section of the country. Our radiol- 
ogists have supplied most of the information from 
properly indexed films. We believe it would be help- 
ful for all interested physicians to make careful ob- 
servations for a period of time, such as two years, 
with the hope that valuable information concerning 
such anomalies might be compiled with the collabora- 
tion of radiologists, gastroenterologists, surgeons, 
pathologists, and anatomists. 

Radiologists, gastroenterologists, and surgeons 
would do well to remember that it is possible to 
have not only one gallbladder which may be demon- 
strated by cholecystography, but also some anomalous 
situation such as a double gallbladder which can be 
playing a definite part in symptomatology. This em- 
phasizes the importance of considering carefully the 
history, the physical examination, and laboratory data 
in addition to the cholecystography itself. 


ANOMALIES 


We would like to present the following working 
classification of reported anomalies of the gallbladder 
and its ducts, based particularly upon suggestions by 
Schachner, Weiss, Rothman, and Bockus. 


Read before the Section on Radiology and Physiotherapy, State 
Medical Association of Texas, Annual Session, Houston, April 28, 
1948. 


and VICTOR I. 


LYDAY, M.D., 
Texas 


Shape of Gallbladder 


Phrygian Cap—Of the anomalies of shape of the 
gallbladder, or anomalies concerned with the actual 
gallbladder cavity, the most common is the “Phrygian 
cap,” so-called from its gross resemblance to an an- 
cient head-piece. Boyden found it in 18 per cent of 
a series of apparently normal gallbladders. It is gen- 
erally accepted to be a developmental anomaly, based 
primarily on an inadequacy of the gallbladder bed 
within the under surface of the liver (fig. la). It 
is found in all ages and is more common in females 
than in males in a ratio of 3 to 2. Two main types 
of such anomalous gallbladders have been described: 
(1) the retroserosal type [fig. la (2)], in which 
surgical exploration will reveal an apparently normal 
gallbladder with possibly a slight groove, the actual 
septum lying within the outline of the gallbladder; 
and (2) the serosal or visible type [fig. la (3) ], in 
which the gross deformity may be seen plainly when 
the abdomen is opened. Physiologically, this kind of 
gallbladder usually functions well; therefore, it should 
not be regarded as of any great clinical importance. 
It is logical that the anatomic abnormality may pre- 
dispose to a decrease in function and, therefore, to a 
greater incidence of infection, with greater probabil- 
ity of stone formation (fig. 2c). 


Diverticulum—A true diverticulum of the gall- 
bladder [fig. 1b (1) ]| is not common. In a series of 
more than 29,000 gallbladders removed at the Mayo 
Clinic only 25 showed diverticula, and multiple 
pouches are even more rare. Embryologic maldevelop- 
ment is the most probable cause of the anomaly. 
From the clinical viewpoint, diverticula of the gall- 
bladder may be as silent or innocent as small tumors. 
They are subject to inflammation and there have been 
instances of perforation reported. 

Pseudodiverticulum.—aAn acquired anomaly «vhich 
may be described as a pseudodiverticulum of the 
gallbladder, has been reported as one of two kinds: 
(1) an eventration or outpouching of the wall of the 
gallbladder after a chronic infection [fig. 1b (2) ], 
and (2) cul-de-sacs which Rukstinat suggested are 
formed by jutting partitions resulting from epithelial 
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GALLBLADDER ANOMALIES—Rouse & Lyday—continued the cavity [fig. lb (5)], and (2) the inverted V- 


shape type which gives the appearance of two sep- 
stimulation [fig. 1b (3) |. These are usually multiple arate gallbladders joined at the neck [fig. lb (6) }. 
and ordinarily contain calculi. It is possible to have as many as three lobes. 


Multilobes——There is a rare anomaly of multiple Double Gallbladder—A double gallbladder is fair- 
lobes to the gallbladder, with a completely divided ly common in some animals (12 per cent of Cats ) 
gallbladder but a common cystic duct. There may be but in man Bockus and Rothman reported the in- 
two types: (1) the septal type which appears to be cidence as about 1 in 4,000. A true double gallbladder 
a single gallbladder with a fibrous septum down has, two separate cavities, each with a cystic duct 


(1) a GS 


a. Development and Types of "Phrygian Cap” 


Leake VA 
\\y 


A WY ON 


(4) 


\/ 


(5) (7) (8) 
b. Anomalies of Shape 


; ue NY V 
(i) | OD (4) 


c. Anomatres of Positron 


Fic. 1. Drawings of various anomalies of the gallbladder: 

a. Development and types of “Phrygian cap.’’ In the embryological development of the gallbladder [(1) after Boyden] the original anlage 
of the organ has three bends (A, B, C). If the fossa or ‘“‘bed’’ of the gallbladder is too short, the expanding organ will show an exaggerated bend, 
usually at position C or B, resulting in a ‘Phrygian cap’’ of the retroserosal type (2) or serosal type (3). 

b. Anomalies of shape, including diverticulum (1), pseudodiverticulum (2) and (3), “hourglass’’ gallbladder (4), septal multilobed gall- 
bladder (5), inverted V-shaped multilobed gallbladder (6), ductular type double gallbladder (7), and inverted Y-shaped double gallblader (8). 


c. Anomalies of position, including transverse position (1), intrahepatic gallbladder (2), floating gallbladder (3), and left-sided gall- 
bladder (4). 
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Fic. 2. Roentgenograms of various anomalies of the gallbladder: 

a. Nonfunctioning gallbladder, in case of a ‘‘choledochus”’ cyst. 

b. Cholangiogram after removal of a ‘‘choledochus’’ cyst. (Through the courtesy of Dr. H. Earl Taylor and the Radiology Department of 
the Methodist Hospital, Dallas. ) 

c. Large stone in a ‘Phrygian cap.” 

d. Double gallbladder. (Through the courtesy of Dr. J. E. Miller and the Radiology Department of Parkland Hospital, Dallas. ) 
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GALLBLADDER ANOMALIES—Rouse & Lyday—continued 


{fig. 1b (7, 8) ]. There are two possible variations: 
(1) the ductular type which has each duct emptying 
independently into the extrahepatic biliary duct sys- 
tem |fig. lb (7)], and (2) the inverted Y-shaped 
type where the two ducts gradually come into a 
common cystic duct before entering the common 


duct |fig. lb (8) |. 


Hourglass Gallbladder —The so-called “hourglass” 
gallbladder [fig. 1b (4) | can be congenital or ac- 
quired, but it is more likely to be an embryologic 
maldevelopment, as it has been found more often in 
children. The acquired type is probably the end result 
of cicatricial contraction after inflammation with 
stones. 


Trabecular Gallbladder.— A rare condition is 
known as a trabecular gallbladder, a type of accessory 
gallbladder apparently coming from hepatic trabeculz 
near the gallbladder bed. It probably originates from 
a vesicular outgrowth of hepatic tissue communicat- 
ing with small bile capillaries. 


Rudimentary Gallbladder —tIn the interest of com- 
pleteness, mention may be made of the reporting by 
Gross of a so-called rudimentary gallbladder in in- 
fants, probably due to congenital hypoplasia. 


Location of Gallbladder 


Of possibly greater interest to the diagnostician 


and to the surgeon are the anomalies in the location 
of the gallbladder. 


Intrahepatic Gallbladder—The rare intrahepatic 
gallbladder [fig. 1c (2)] may be suggested by an 
unusually high position of the gallbladder shadows in 
cholecystography. Embryologically, the gallbladder is 
usually intrahepatic during the early developmental 
stages, later becoming extrahepatic. Some incomplete 
development probably results in the gallbladder re- 
maining within the liver substance itself as more 
than half of the collected cases of this condition were 
found in infants. In those instances reported in adults, 
more than 60 per cent had gallstones. 


CASE 1.—A prominent surgeon of New York City cited 
an instance of a patient who had had a chronically trouble- 
some gallbladder removed seven years previously, and had 
returned with clinical symptoms of an intermittent obstruc- 
tion of the biliary passages. Diagnostic study led to a pre- 
operative diagnosis of possible stone or stones in the 
hepatic ducts or common duct. Roentgen ray showed a sus- 
picious mottling, interpreted as being in the duct system. 
Surgical exploration revealed the hepatic and cystic ducts 
to be clear, but showed an intrahepatic gallbladder filled 
with stones. Because of the surgical difficulty the intra- 
hepatic gallbladder was left alone and the patient was 
treated symptomatically with continued improvement. 


Transverse Position—In cholecystography, occa- 
sionally it is notéd that the gallbladder has a trans- 


JANUARY 1949 


13 


verse position [fig. lc (1)]. Such a gallbladder is 
usually partly imbedded in the liver but does not 
present the surgical problem that the truly intra- 
hepatic organ does. © 


Floating Gallbladder—Short and Paul called at- 
tention to the fact that in about 4 per cent of human 
subjects the peritoneum completely surrounds the 
gallbladder so as to form a mesentery, leaving a so- 
called “floating” gallbladder [fig. 1c (3)]. This is 
usually found in elderly, visceroptotic adults, partic- 
ularly women. Such gallbladders probably have a pre- 
disposition to an impairment of function and may 
present an emergency by causing a torsion. They fre- 
quently show the presence of stones. 


Retrodisplacement.—A condition associated with 
the “floating” gallbladder is that described by Roth- 
man and Bockus as a retrodisplacement of the gall- 
bladder in which the vesicle does not rest in its own 
fossa but extends backward. It may cling close to the 
liver or hang free retroperitoneally. 


Left-Sided Gallbladder—There are two possible 
types of left-sided gallbladders [fig. Ic (4)]: (1) 
that associated with situs transversus, and (2) that 
in which there is transposition of only the gallbladder 
to the left side with 7 cases on record. 


Miscellaneous Anomalies 


Agenesis—Rothman and Bockus reported 98 cases 
of complete absence or agenesis of the gallbladder 
and in 40 of these there was no other biliary tract 
abnormality. Gross reported that in 200 cases of con- 
genital atresia of the bile ducts, one-sixth of the pa- 
tients had no gallbladders. Often there is a com- 
pensatory dilatation of the common duct. From the 
diagnostic viewpoint, it is important to remember 
that if there is no visualization of the gallbladder, 
there is the bare possibility of agenesis. 


Congenital Bands—Among other miscellaneous 
anomalies may be congenital bands of the gallbladder, 
which usually do not give any clinical evidence of 
trouble. 

Aberrant Pancreatic Tissue—Jacobson has tfe- 
ported an incidence of aberrant pancreatic tissue in 
a gallbladder, which, of course, did not show up by 
cholecystography and may have no clinical impor- 
tance. 

Anomalies of Biliary Ducts 


Rarely is it possible to visualize a cystic duct or 
the other biliary ducts by cholecystography, but since 
the surgeon finds anomalies of the bile ducts to be 
an extremely important problem a brief considera- 
tion will be given of this subject. 

Malposition and Reduplication of Common Duct. 


—Seven types of malposition and reduplication of the 
common duct have been reported. The practical 
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GALLBLADDER ANOMALIES—Rouse & Lyday—continued 


importance is that the surgeon needs to expose thor- 
oughly the entire field of the main biliary ducts be- 
fore any actual severing of ducts or blood vessels is 
done. 


Choledochus Cyst—A choledochus cyst or con- 
genital cystic dilatation of the common duct has been 
reported and is usually considered as a congenital 
maldevelopment. This condition ordinarily causes a 
partial or complete obstruction of the common duct. 
The cyst is always retroperitoneal. Occasionally, 
small stones are present. The usual symptoms are 


jaundice, pain, or palpable mass. Operation is indi- 
cated but has a high mortality rate. 

Through the courtesy of Dr. H. Earl Taylor, Dallas, 
the following case report in point is given. 


CASE 2.—A white woman, over a period of twelve 
months, had had recurring episodes of jaundice with fever 
and moderate pain. Cholecystography, repeated, gave no 
evidence of a filling of the gallbladder (fig 2a), and sur- 
gery was advised with a preoperative diagnosis of a stone in 
the common duct and cholecystitis, causing an obstructive 
jaundice. 


When an exploratory laparotomy was done, the gall- 
bladder was found to be moderately distended, to contain 
no stones, and to be slightly thickened. There was noted 
a swelling or enlargement of the common duct in its middle 
third near the junction of the cystic duct, which the tume- 
faction extending for 2 cm. along the length of the com- 
mon duct and reaching a diameter of approximately 3 cm. 
Distal to this area the common duct was about 1 cm. in 
diameter, regarded as normal size. The cystic duct was 
markedly dilated to an average diameter of 1.5 cm. The 
enlarged area of the cystic duct was opened before aspira- 
tion, and revealed a gelatinous material, slightly bile-stained. 
Incision into the area showed a cystic process partly oc- 
cluding the common duct by pressure. The index finger 
could be easily passed into the common duct proximal to 
this area. There were no stones or obstructive process 
found. The cystic material was excised. The common duct, 
upon being opened, apparently had an entirely separate 
wall. A T tube was placed in the common duct and the 
abdomen was closed. 


The pathologic report was that of an irregular cystic- 
appearing specimen 2 cm. in its greatest diameter. The 
serosal surface was hyperemic. The inner surface appeared 
quite loculated. The pathologic diagnosis was “tissue from 
the common duct—cyst of the common duct of the Roki- 
tansky type.” 

Before the T tube was removed a cholangiogram was 
made (fig 2b) with the gallbladder and common duct 
filling well in addition to the hepatic ducts. Dr. Taylor 
reports an uneventful convalescence and no further evidence 
of jaundice. 


Miscellaneous Abnormalities of Ducts——Rare ab- 
normalities have been reported of congenital obstruc- 
tion and agenesis of the bile ducts. The cystic duct 
shows variation of arrangement of ducts and/or 
blood vessels in 15 per cent of human beings, accord- 
ing to Flint. Also, according to this author, accessory 
bile ducts are of common occurrence, most of them 


coming from the right hepatic duct. As mentioned, 
these abnormalities may be seen at surgical operation 
or at autopsy or in the anatomic dissecting room but 
have little significance to the radiologic diagnosti- 
cian. It is possible but difficult to demonstrate biliary 
ducts by cholecystography. 


CASE 3.—A white man, age 40, had had recurring 
attacks of colic and slight fever but no jaundice. Repeated 
cholecystographic studies failed to demonstrate any func- 
tion of the gallbladder and with the attacks continuing, 
surgery was eventually advised. Dr. C. D. Bussey, Dallas, 
did the surgery and found that the cystic duct traced in 
reverse from its junction with the common duct, doubled 
back into the lesser sac, and then crossed under the com- 
mon duct in such a way that the common duct practically 
occluded the cystic duct. This had led to the clinical state 
of a nonfunctioning gallbladder. The gallbladder itself was 
found to be chronically diseased although without stones. 


A cholecystectomy was done followed by a normal con- 
valescence. 


SUMMARY 


A review has been given of the main types of re- 
ported anomalies of the gallbladder and its ducts 
with observations on the possible clinical significance 
of such abnormalities. Three cases have been re- 
ported. 

A suggestion has been made that radiologists, 
gastroenterologists, surgeons, and teachers of anatomy 
in this section of the country keep accurate records 
of their observations of anomalies of the gallbladder 
and its ducts for at least the next two years in order 
to make a joint compilation of material concerning 


the recognition and clinical importance of these 
anomalies. 


The authors wish to express grateful appreciation to Jim 
Barnett, Jr., a senior student at Southwestern Medical 
College, for much valuable aid in the preparation of this 
paper. 
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ABSTRACT OF DISCUSSION 


Dr. C. A. STEVENSON, Temple: Dr. Rouse and _ his 
associate have presented an excellent classification of the 
anomalies of the gallbladder as visualized by roentgeno- 
graphic examination. They have rightly emphasized the 
fact that these anomalies are of little clinical significance, 
but they must be recognized for what they are in order that 
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GALLBLADDER ANOMALIES—Rouse & Lyday—continued 





some more important interpretation will not be placed on 
the variation. 


Important anomalies, such as intrahepatic location of the 
gallbladder and transportation of the viscera with the gall- 
bladder being on the left, are not common. By a thorough 
study of the soft tissue shadows of the right upper quadrant, 
transposition of the viscera should not be overlooked. 


Because hepatic decompensation 
is far easier to prevent than to treat, early evidence of 
a break in liver sufficiency should always be sought. 
A diseased liver may barely be maintaining compen- 
sation and when the trauma of a major operation is 
superimposed, complete loss of compensation with 
subsequent liver failure and death may result post- 
operatively. Unless liver insufficiency is thought of 
and liver function tests are performed preoperatively, 
even the autopsy may fail to reveal the cause of death. 
A review of the literature reveals that the preopera- 


tive status of liver function has not received suffi- 
cient attention. 


It is just as important in estimating surgical risk to 
consider the state of liver function as it is to consider 
the state of heart function. It should be kept in mind 
that even in the absence of jaundice, ascites, liver en- 
largement, or dependent edema, liver function may be 
seriously impaired. The functional capacity of the 
liver in terms of compensation or decompensation 
should be considered in the same light as the func- 
tional capacity of the heart. From the standpoint of 
surgical risk it is just as important to search for 
early evidence of a break in compensation in one 
organ as the other. By this measure the development 
of sudden complete hepatic failure during the imme- 
diate postoperative period can be avoided. 


SYMPTOMS OF LIVER FAILURE 


Just as cough, indigestion, and sleeplessness are the 
earliest symptoms of cardiac failure, weakness is the 
earliest symptom of liver failure. This symptom is 
always present and is pronounced. Weakness encoun- 
tered in liver disease is even greater than weakness 
in most malignancies. It occurs independently of 
anorexia and weight loss. A type of indigestion which 
the patient has never before experienced may be 
present. It will be vague, will consist largely of 
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Occasionally, a nonopaque calculus can completely fill a 
Phrygian cap, thus making the diagnosis of calculus diffi- 
cult unless this anomaly is kept in mind. 

Dr. Rouse has mentioned that aberrant pancreatic tissue 
is occasionally found in the gallbladder. When this is pres- 
ent, it is possible to recognize it in the same manner as an 
adenoma or papilloma is recognized. 
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flatulence without pain, and will not follow any 
characteristic pattern. 

The cardinal signs of hepatic decompensation are 
ascites, enlargement of the liver and spleen, pitting 
edema, and esophageal varices demonstrated either by 
hematemesis, melena, or roentgen ray. In the early 
type of case not enough time will have elapsed for 
the development of any of these symptoms and noth- 
ing abnormal will be noted on examination. The liver 
will not be enlarged; it should be remembered that 
palpation of the edge of the liver on deep inspiration 
does not necessarily indicate that the organ is auto- 
matically enlarged. 


LIVER FUNCTION TESTS 


Of all the liver function tests available the easiest, 
quickest, and most reliable for any preoperative study 
is the bromsulfalein dye excretion test. Retention of 
10 per cent or more of the dye in the blood stream 
one hour after administration is definite evidence of 
liver damage. The cephalin-flocculation test is useful 
but more difficult to perform. If definite evidence of 
impairment of liver function is found, treatment 
must be concentrated on the liver before the risk of 
Operation is assumed. Everyone doing surgery should 
remember that complete liver failure can occur with- 
out development of the slightest jaundice. 

Fortunately, excretion of biliary pigment is dis- 
turbed early in the course of hepatic disease and the 
laboratory has made immense strides in revealing it. 
Aside from acting as a signal of hepatic disturbance 
the abnormal excretion of biliary pigment has little 
to do with the symptomatology of liver disease. The 
wide margin of safety is the reason for the long 
continued silence of the organ in liver disease. An- 
other factor which has made understanding and treat- 
ment more difficult is the complete dissociation be- 
tween anatomic disorganization and functional effi- 
ciency of the liver. Patients can die of liver failure 
and show little microscopic change in the paren- 
chyma. Conversely, anatomic evidence of advanced 
cirrhosis can be found on tissue examination with no 
symptoms having been manifested during life. 
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LIVER FUNCTION — Johnston — continued 


INFECTIOUS HEPATITIS 


Infectious hepatitis is a disease of the liver which 
is manifested clinically by evidence of hepatic dys- 
function and pathologically by inflammatory and de- 
generative change in the hepatic parenchyma. It can 
be fatal, can become chronic, can undergo exacerba- 
tions, and can progress to cirrhosis. The fact that 
patients who have or recently have had infectious 
hepatitis stand surgery poorly is reason enough to 
search for its presence. In chronic hepatitis that is 
active an enlarged, tender liver will always be found. 
Exercise will aggravate the symptoms and physical 
findings and will cause the liver function tests to 
indicate impaired efficiency. 


JAUNDICE 


Homologous serum jaundice has a long incubation 
period—approximately three months. It can be trans- 
mitted by the administration of plasma or even by a 
contaminated syringe. It, too, can be fatal, can become 
chronic, can undergo exacerbations, and can progress 
to cirrhosis. A standard question in every history 
should determine whether or not the patient has re- 
ceived blood plasma during the preceding three 
months. This risk in giving plasma might soon be 
eliminated, according to the recent preliminary studies 
of Watson and Mason. They find that ultraviolet 
irradiation of plasma just before bottling seems to 
destroy completely the infective agent. 

Either infectious hepatitis or homologous serum 
jaundice can so damage the liver that compensation 
will barely by established. If operation is then under- 
taken, complete hepatic failure might ensue. 


In any consideration of jaundice there are certain 
clinical facts which will prove helpful. Jaundice can 
exist without impairment of liver function and im- 
pairment of liver function can exist without jaundice. 
Half the cases of jaundice will be medical and half 
will be surgical. Of the half which are medical 10 
per cent will be hemolytic. In the half which are 
surgical benign and malignant causes will be found 
with equal frequency. Every effort should be made 
to classify the cause of jaundice in order to avoid the 
catastrophe of submitting a patient with parenchymal 
disease to surgery. The only thing a surgeon can do 
in any jaundice case is to relieve biliary obstruction. 


Colicky pain can be found in any type of jaundice 
but usually is present in obstruction. Fever can be 
present in all types. Enlargement of the liver occurs 
with equal frequency in parenchymatous disease and 
in obstruction. Ascites is found in the majority of 
cases of cirrhosis and seldom in obstruction. Low 
serum albumin levels can be found in both types, but 
increase in globulin only in parenchymatous disease. 


Dependent edema and hypoproteinemia are seldom 
seen in obstructive jaundice. Cholecystography is not 
of much use in the differential diagnosis of jaundice. 
Clinical enlargement of the gallbladder usually sig- 
nifies a malignancy but can be found in any type of 
jaundice. Enlargement of the spleen is of no help. 


OBSTRUCTION 


If obstruction is suspected, an attempt should be 
made to determine whether or not obstruction is 
complete. Hepatocellular jaundice and acute hepatitis 
do not often present evidence of serious interference 
with biliary flow into the intestine. If either disease 
does have an obstructive phase, it never lasts more 
than a few days. Complete obstruction from common 
duct stone seldom lasts more than fourteen days. Ob- 
structive jaundice seldom causes serious disturbance 
of hepatic function unless it exists for a long time. 


A malignancy developing at the ampulla of Vater 
causes the earliest complete obstruction and there- 
fore can be diagnosed before spread. It is in this type 
of obstruction that the Whipple operation can be 
employed with the greatest chance for success. Prac- 
tically all malignancies of the biliary passages result 
in complete obstruction which is continuous and un- 
relenting. About 15 per cent of carcinomas of the 
pancreas originate in the body or tail and require a 
longer period before they progress far enough toward 
the head of the organ to envelop the common bile 
duct. There is time for investigation since complete 
common bile duct obstruction is tolerated by the 
human being for from four to six months or longer 
before death. 


There are several laboratory tests which are useful 
in determining whether or not the obstruction is 
complete. Urobilinogen is a substance which is 
secreted by the liver and eliminated by the feces and 
urine. If the stool urobilinogen determination is 5 
mg. or less for any consecutive four day period, the 
obstruction may be regarded as complete. If the values 
in the stool are low, the values in the urine will also 
be low or absent. 


The intravenous galactose tolerance test is useful in 
differentiating jaundice. The finding of more than 
20 mg. per 100 cc. in the blood stream means paren- 
chymal disease and the finding of less means obstruc- 
tion. 


Every patient with jaundice should have a pro- 
thrombin response test. If prothrombin time is ap- 
preciably reduced forty-eight hours after the admin- 
istration of 1 or 2 mg. of menadione, the jaundice 
almost invariably is obstructive. If the opposite result 
is obtained, the jaundice almost invariably is hepatic 
in origin. A careful history and examination coupled 
with these few simple tests will classify the type of 
jaundice in the great majority of cases. 
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CHOICE OF TESTS 


The physician should remember certain facts when 
selecting from the large battery of liver function 
tests available. Their prime indication is the early 
detection of preclinical liver disease in the absence 
of jaundice and liver enlargement. The physician 
should be sure to distinguish between the tests de- 
pendent upon the excretion function and those de- 
pendent upon metabolic functions of the liver. At 
least one of each should be selected. When choosing 
them, the physician should keep in mind whether 
he is interested in differential diagnosis or is plan- 
ning an investigation to determine the presence of 
liver function impairment in a specific disease. Last- 
ly, he should consider the duration of jaundice in 
relation to the results of the tests. 

Certain special procedures at times are useful in 
the study of liver disease. Liver biopsy has been of 
distinct value in the correlation of tissue change with 
clinical manifestations. Pneumoperitoneum is help- 
ful in the demonstration of hepatomegaly and obscure 
intra-abdominal masses. Thorotrast has a place in 
diagnosis and, contrary to past teaching, is a rela- 
tively safe and harmless procedure. During the past 
several years it has been used in a large number of 
cases with no immediate or late harmful effects. 
Apparently it is a relatively innocuous substance 
which can be utilized with little danger when there 
is indication for its employment. 


TREATMENT 


In treatment of the damaged liver the major effort 
should be the maintenance of an optimum nutritional 
state. Since the separate published reports of Whipple 
and Patek it is assumed that the diet should include 
the daily ingestion of from 350 to 500 Gm. of car- 
bohydrate, 150 to 250 Gm. of protein, and 100 to 
150 Gm. of fat. Since chronic hepatic insufficiency 
presents many of the features of a complex deficiency 
disease liberal quantities of vitamins should be sup- 
plied in the form of powdered brewers’ yeast in doses 
up to 30 Gm. three’times daily, diluted in fruit juice. 
Blood proteins should be raised if necessary by the 
use of protein hydrolysates, plasma, or albumin. Trans- 
fusions should be given to correct low hemoglobin 
levels and to elevate serum proteins. Vitamin K 
should be given where there is deficiency in pro- 
thrombin time. There is no conclusive proof at 
present that the administration of choline and methio- 
nine in drug form will be of any material help. A 
sufficient quantity of these lipotrophic substances 
will be present in the diet just described. 

The recent report of Labby, Shanks, and Hoagland 
on the use of intravenous liver extract in a small 
series of cases at the. Rockefeller Institute is encourag- 
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ing. In their estimation the chief value in its use lies 
in the early return of appetite. Since most patients 
with liver disease do not want to eat their’ work 
may signify a material advance in treatment. Reac- 
tions in my experience are troublesome. Sensitivity 
tests should first be done and treatment begun with 


minute amounts, gradually increasing the dose over 
a long period of time. 


SUMMARY 


1. The early symptomatology of liver disease is 
discussed. 


2. The factor of hepatic ape 3 in weigh- 
ing surgical risk is stressed. 


3. Reliable facts in the differential diagnosis of 
jaundice are enumerated and discussed. 


4. Useful measures in the treatment of liver disease 
are mentioned. 
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, and Pancreas, 


ABSTRACT OF DISCUSSION 


Dr. GEORGE M. HILLIARD, Jacksonville: Dr. Johnston’s 
presentation has emphasized the importance of careful 
estimation of liver reserve as a preoperative measure. I 
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LIVER FUNCTION — Johnston — continued 


would add further emphasis because of the possibility of 
increased incidence of liver damage as a sequelae of the 
great number of cases of hepatitis during World War II. 


It is estimated that from 90 to 95 per cent of patients 
with epidemic hepatitis recover in a period of from two to 
three months, but residuals and sequelae are not uncommon. 
Capps and Barker have described a residual characterized by 
intermittent periods ot disability persisting over a period of 
months or years as “chronic active hepatitis.” Residuals have 
been founda in persons presumably cured of the disease. 
Klatskin and Rappaport, in a survey of 217 patients having 
haa clear-cut hepatitis and presumably cured, reported that 
50 per cent had symptoms referable to the liver, hepato- 
megaly, or evidence of impaired function. There was con- 
siderable overlapping of the residuals so that one-third of 
the patients had two or more of the three. The interval be- 
tween the onset of the disease and the survey varied from 
two months to twenty-seven years. 


It has been suggested by some and questioned by others 
that late residuals may lead to cirrhosis of the liver. Un- 
doubtedly a small number of cases develop some type of 
fibrosis or cirrhosis but this group is thought to be rela- 
tively small. 


In view of the conception that the late residuals of hepati- 
tis render the liver unusually susceptible to new insults it 
behooves the physician, as has been pointed out, to make as 
careful a survey as possible to determine liver reserve. 
Numerous tests of liver function have been described: some 
are worthless; some are helpful; none is completely satis- 
factory. Especially do these tests fail to give information at 
the time when it would be of most help, that is, in the 
earliest phases of liver disease. 


Finally, even in the presence of known liver damage, the 
physician must carefully weigh the gravity of the condition 
requiring surgery against the possibility of further liver in- 
sult as a result of the surgery and act according to his best 
clinical judgment. 


TREATMENT OF BILIARY OBSTRUCTION 


Recent Advances 
WALTMAN WALTERS, M.D., Division of Surgery, 


Mayo Clinic, 


Durinec the past twenty-eight 
years I have studied the effects of lesions of the biliary 


tract in a large number of cases. One of the most 
impressive observations is that the degree of the 
pathologic changes frequently is at variance with the 
severity of the symptoms they produce. In many cases 
in which operation reveals subacute inflammation of 
the gallbladder the patient may not have had recent 
colic. In other cases the symptoms may be severe and 
the pathologic changes of only moderate degree.. For 
this reason, it seems to me the determination of 
whether the extrahepatic biliary tree is diseased and 
whether the patient can be treated best surgically is 
of great importance. 


DIAGNOSTIC METHODS 


Noteworthy advances have been made in the last 
few years in studies of hepatic function and hepatic 
disease, particularly in cases of jaundice. The new 
tests are valuable when used in connection with the 
better known clinical methods of distinguishing jaun- 
dice due to intrahepatic cause and not amenable to 
surgery from that due to extrahepatic obstruction in 
which surgical treatment is urgent. 


Hepatic Function Tests 
I shall describe briefly the various tests of liver 
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function as well as tests which might be used in 
helping to make a differential diagnosis between in- 
trahepatic and extrahepatic jaundice. I should like to 
emphasize, however, that no single laboratory test 
can be relied on to give an index of hepatic function 
or to indicate the type of dysfunction present if the 
results of the test are contrary to those of other 
laboratory tests or of clinical tests. 

The laboratory helps to provide answers to four 
questions: (1) Are other constituents of bile besides 
bilirubin present in the patient’s serum? If so, there 
is a strong possibility of extrahepatic block. (2) Does 
the blood contain globulin in excess? If so, some form 
of degenerative or distinctive disease of the liver 
parenchyma is probably present. (3) Does bile reach 
the intestinal tract? If so, the likelihood of neoplastic 
obstruction is not great. (4) Does the prothrombin 
time fall promptly after the administration of naph- 
thoquinone (vitamin K)? If so, the parenchyma of 
the liver canot be totally destroyed and there may well 
be an extrahepatic block. These individual problems 
will be considered briefly. 


Blood lipids as a rule are increased in obstructive 
jaundice and decreased in severe hepatic injury. The 
study of cholesterol, cholesterol esters, and alkaline 
phosphatase in the serum is not entirely satisfactory 
because of the technical difficulties. The simpler tur- 
bidimetric procedure of Kunkel (involving a phenol- 
sodium chloride solution) promises to give close 
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BILIARY OBSTRUCTION — Walters — continued 


agreement with the total lipid content; a high degree 
of turbidity is found in obstructive jaundice and nor- 
mal levels in primary disease of the liver. 


The gamma globulin of the serum is increased in 
hepatitis and the serum albumin is decreased. The 
cephalin-cholesterol flocculation test of Hanger de- 
pends on these changes. It not infrequently gives 
positive results in cases of obstructive jaundice. The 
thymol turbidity and flocculation tests are less subject 
to error. Kunkel has devised a still simpler and highly 
reliable turbidity method of checking serum globulin 
by the use of dilute zinc sulfate solution. High de- 
grees of turbidity are consistently present in hepatitis; 
normal results are the rule in obstructive jaundice. 


The two simple tests devised by Kunkel may be 
used as a basic screening procedure of considerable 
value. The degrees of turbidity obtained with the two 
tests are usually roughly reciprocal one to another, 
and, as Maclagan said of simultaneous determinations 
of alkaline phosphatase and thymol turbidity, these 
two turbidity tests will differentiate medical from 
surgical jaundice in about 3 out of 4 cases. 


The best proof of complete occlusion of the bile 
passages is the demonstration of less than 5 mg. of 
urobilinogen in the feces in twenty-four hours and 
of complete absence of urobilinogen in urine. These 
studies are exacting and difficult for general use. 
Duodenal drainage if carefully done gives about the 
same information, provided that the position of the 
tube is checked roentgenoscopically. 


Quantitative data on the degree of hepatic damage 
in the presence of jaundice are difficult to obtain. 
Determination of the rate of synthesis of hippuric 
acid, at one time believed to be a reliable guide to 
liver function, has been largely abandoned. The re- 
sponse of an elevated prothrombin time to vitamin K 
gives useful information in this respect, since a 
prompt response implies a fairly large number of 
functioning liver cords. If any reasonable response is 
attained, it suggests the presence of fairly good 
hepatic parenchyma and extrahepatic block. 

In cases in which the laboratory aids mentioned 
give discordant results or data at variance with the 
history and physical findings, biopsy of the liver with 
the Vim-Silverman needle may prove extremely 
helpful. It is especially useful in distinguishing the 
various residues of infectious (viral) hepatitis and 
is always worth considering if such a condition is 
suspected. In my opinion it should be done under 
surgical supervision because of the danger of hemor- 
rhage. 


Cholecystograms 


The accuracy of cholecystography in the absence 
of marked jaundice emphasizes its value in the dem- 
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onstration of a poorly functioning gallbladder. At 
the Mayo Clinic great dependence is placed on the 
cholecystogram which demonstrates abnormal func- 
tion, and equal importance is attached to the cho. 
lecystogram which discloses normal function in a 
case in which there is no history of disease of the 
biliary tract. When, however, there is a history of 
typical biliary colic, or a history of gaseous dyspepsia 
that has persisted in spite of attempts at control by 
medical means, we believe that surgical exploration 
of the biliary tract, as well as exploration of the 
stomach, duodenum, and appendix, is advisable, even 
though roentgenologic studies of the gallbladder, 
stomach, and duodenum do not disclose any abnor- 
mality. Mention is made of the stomach and duo- 
denum because an ulcer on the posterior wall of the 
duodenum which has perforated into the pancreas 
frequently produces colic-like pain. This pain is not 
unlike that associated with disease of the biliary tract 
or with edema of the pancreas associated with sec- 
ondary disturbance of motility of the pancreatic 
portion of the common bile duct and a mild degree 
of jaundice. A diseased gallbladder may produce 
symptoms that mimic a peptic ulcer. This is due in 
part to an associated gastrospasm or pylorospasm. In 
addition the diseased gallbladder may produce gastro- 
intestinal bleeding in the absence of gastro-intestinal 
ulceration. The reasons for this are not entirely clear. 


When the patient gives a history of biliary colic, 
the decision as to whether surgical treatment should 
or should not be employed ought not to be too greatly 
influenced by the absence of gallstone shadows or the 


number of gallstones appearing in the roentgeno- 
gram. 


Case Report 


A married woman, 78 years of age, had had a mild degree 
of gastric dyspepsia. A single gallstone which was approxi- 
mately 2 cm. in diameter was revealed in the roentgeno- 
gram. Surgical removal of the gallbladder was postponed 
because of the mildness of symptoms and because a stone 
of such large size is less likely to obstruct the cystic duct 
than is a smaller one. Three months later, however, the 
patient returned to the clinic because of an increasing de- 
gree of discomfort. Operation disclosed that the gallbladder 


‘not only contained the large stone, which was seen roent- 


genographically, but also many smaller ones which com- 
pletely filled the gallbladder. Some stones had become im- 
pacted in the cystic duct and had produced acute cholecysti- 
tis and hydrops of the gallbladder. 

In recent years, there has been an unfortunate tend- 
ency to deny operation to patients who have had 
symptoms of cholecystitis but who do not appear to 
have any stones in the gallbladder on roentgenologic 
examination. This may be due to the publication of 
papers on the so-called medical treatment of cholecys- 
titis. The fallacy of withholding operation from this 
class of patients is apparent in view of the foregoing 
discussion. To allow a patient who is in good condi- 
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BILIARY OBSTRUCTION — Walters — continued 


tion, except that he or she has cholelithiasis, and for 
whom the risk of cholecystectomy is less than 1 per 
cent, to proceed to the point of experiencing acute 
obstruction of the cystic duct or of the common bile 
duct, with resulting complications which increase the 
risk of a surgical procedure and reduce the complete- 
ness of the surgical cure, seems to me unjustifiable. 


CHOLECYSTITIS—HEART 
COMPLICATIONS 


A diagnosis of angina pectoris has been made in 
innumerable cases in which cholecystitis has not been 
suspected but was actually present. A cholecystogram 
and an electrocardiogram would have clarified the 
diagnosis. It is true that occasional patients who have 
angina pectoris will experience pain which is pro- 
jected into the epigastrium. I recall, too, in my earlier 
medical teaching the emphasis which was placed on 
the frequently fatal error of operating on the gall- 
bladder in such cases. 

Operations on patients who give a history of pre- 
vious coronary thrombosis or on patients who have 
angina pectoris are serious procedures, and yet the 
fact remains, and experience at the Mayo Clinic has 
shown, that when essential surgical procedures must 
be undertaken in such cases, the risk of operation 
apparently has been only slightly increased by the 
cardiac condition. Brumm and Willius have reported 
on a series of 257 cases of severe coronary disease in 
which surgical operations became necessary. The mor- 
tality rate in the 257 cases was only 4.3 per cent. 
Thirty-two patients had healed cardiac infarcts at the 
time of operation. 

My associates and I studied and reported pre- 
viously! 1 12, 14.17, 20 4 series of so-called handi- 
capped surgical patients. Many of these patients gave 
a history of coronary thrombosis or of angina pectoris 
and in spite of this were operated on safely for ex- 
tensive lesions of the biliary tract and stomach. These 
patients survived the operation, were relieved of 
symptoms, and many of them have shown improve- 
ment in cardiac function. The same observation has 
been made by Fitz-Hugh and Wolferth, who were 
able to show evidence of improvement in electro- 
cardiograms made subsequent to operation. I think 
the reasonable safety of operations on patients who 
have angina pectoris is worth emphasizing for two 
reasons: (1) the important fact of safety in itself, 
and (2) the possibility that availability of a safe 
operation might lead to further study to determine 
whether or not intra-abdominal lesions are present, 
and in this study perhaps disclose the presence of the 
diseased gallbladder. It is possible to imagine the 
feeling of a patient who has had attacks of pain 
thought to be caused by angina pectoris and who 


despaired of living long, when this cardiac pain is 
completely relieved after the diseased gallbladder is 
removed. Ravdin, Royster, and Sanders, who had 
studied the increased pressure within the biliary 
passages produced artificially by injecting fluids into 
them through a T tube inserted at operation, were 
able to demonstrate that pain of this type is fre- 
quently referred to the precordial region. 


BILE DUCT LESIONS 


Diseases of the bile ducts are common and are 
often associated with, or follow, diseases of the gall- 
bladder and liver. Disease of the bile ducts usually 
manifests itself by interference with the passage of 
bile through the ducts and results in biliary colic, 
obstructive jaundice, or infection within the bile ducts 
that produces fever. Biliary colic may occur inde- 
pendently of calculi in the gallbladder or the bile 
duct; it may be caused by inflammation in the biliary 
passages or in the pancreas and liver, but most fre- 
quently it is the result of the presence of calcareous 
material in the gallbladder or bile ducts. Colics or 
dyspepsia, the results of intermittent obstruction of 
the common duct, may not be associated with jaun- 
dice, but in 66 per cent of cases they are followed by 
jaundice of fluctuating degree. As in diseases of the 
gallbladder, some degree of infection of the bile ducts 
or cholangitis usually is associated with most diseases 
of the bile ducts. In a few cases, spasm or stenosis of 
the sphincter of Oddi, with and without spasm of 
the first and second portions of the duodenum, will 
produce colic-like pains in the right upper quadrant 
of the abdomen. This pain simulates the colic caused 
by gallstones. 


Choledocholithiasis 


In the course of 1,287 operations performed on the 
gallbladder for cholecystitis at the Mayo Clinic in 
1946'® (1,259 of which operations were cholecystec- 
tomies and 28 of which were cholecystostomies), it 
was necessary to open and explore the common bile 
duct in 301 cases because of dilatation of the duct. 
Stones were removed in 141 of these 301 cases. In 
the other 160 cases enlargement of the duct was 
found to be the result of cholangitis due to inflamma- 
tory lesions in the pancreas and the liver. The fre- 
quency with which stones in the common bile duct 
and hepatic ducts and cholangitis are associated with 
disease of the gallbladder is apparent from these 
figures. 

The number of cases in which I have found stones 
in the common bile ducts in the course of operation 
on the gallbladder, but in which the presence of these 
stones had not been suspected prior to operation, has 
impressed me. Stones of the common bile duct had 
not been suspected before operation in these cases 
largely because the patient did not give any evidence 
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BILIARY OBSTRUCTION — Walters — continued 





of biliary obstruction, such as jaundice or the in- 
termittent hepatic fever of Charcot. Such experience 
led Trueman and me to investigate a series of cases. 
We found that there had not been evidence of jaun- 
dice at any time in 35 per cent of 200 consecutive 
cases in which stones had been removed from the 
common bile duct in the course of operations per- 
formed at the Mayo Clinic, and fever had not been 
present in 63 per cent. 


All will agree that when stones in the common, 
hepatic, or cystic ducts are overlooked at operation, 
symptoms will continue. However, even though 
biliary colic continues, the presence of a stone may 
not be suspected if jaundice does not develop. Stones 
rarely will be expelled from the common bile duct 
into the duodenum because the sphincter of Oddi 
tends to hold them within the duct. Since any stone 
in the common duct will increase the diameter of 
the duct, the findings of an enlarged common bile 
duct is an indication that the interior of such a duct 
should be explored. Exploration can be done with the 
finger if the size of the duct permits; otherwise a 
set of graduated scoops can be used. In most instances 
the smaller stones will be picked up in the hollow of 
a scoop, and, after the bulbous ends of these instru- 
ments have been gently forced through the sphincter 
of Oddi, small stones within the intrahepatic ducts, 
which may have escaped detection by any means, are 
afforded an opportunity, during the patient's con- 
valescence, of finding their way into the duodenum. 
The biliary tract may be outlined roentgenograph- 
ically at the time of operation by injecting a non- 
irritating radiopaque substance, such as neo-iopax or 
lipiodol, into the common duct after aspirating bile 
from it. Roentgenograms are then taken and if a 
stone of sufficient size to displace the media and 
give a negative shadow remains, it can be removed. 
I seldom have found this procedure necessary if the 
ducts are explored carefully with scoops and irri- 
gated. The absence of evidence of stones in the post- 
operative cholangiograms substantiates this statement. 


Cystic Duct Stones 


In the course of cholecystectomy, an elongated 
cystic duct which also may contain an unsuspected 
stone often is allowed to remain in place. I have 
operated in several such cases in the past few years, 
and at the second operation in all of them, not only 
was the stone in the cystic duct of good size but the 
cystic duct had enlarged and its wall had become 
subacutely inflamed. In 1 case the attacks of pain 
were so severe that the patient had become addicted 
to morphine. Two weeks after removal of the stone 
from the cystic duct and removal of the dilated in- 


JANUARY 1949 


21 


flamed stump of the cystic duct, the patient was rid 
of his pain and of his morphinism. 


Cholangitis and Pancreatitis 


As previously stated, stones were found in 141 of 
301 cases in which the common bile duct had been 
explored because it was enlarged, and in the remain- 
ing 160 cases no stones were found in the common 
or hepatic bile duct. Evidence of cholangitis with 
associated pancreatitis in these 160 cases consisted 
of turbid bile, thickening of the head of the pancreas 
as determined by palpation, and later the finding of 
gram-negative bacteria of the coli-aerogenes group, 
with or without staphylococci or streptococci. Further 
confirmation of the diagnosis of cholangitis was ob- 
tained in the postoperative cholangiograms, which in 
some cases revealed persisting stasis in the biliary 
tract. This stasis apparently was due to edema of the 
pancreas, for the pancreatic portion of the common 
bile duct appeared narrow in the cholangiogram. 

The cholangitis and pancreatitis, in my opinion, 
were secondary to cholecystitis. Failure to recognize 
associated inflammatory lesions of the liver and of 
the pancreas and failure to drain the common bile 
duct until the biliary stasis subsides are the causes, in 
some cases, of symptoms which persist after cholecys- 
tectomy. In many cases in which a secondary opera- 
tion has been performed on the common bile duct 
after cholecystectomy and stones have not been found, 
infected bile and thickening of the head of the pan- 
creas have been demonstrable. Removal of the in- 
flamed gallbladder, exclusion of the presence of stones 
in the common bile duct by exploration of the duct 
with scoops and the making of choledochograms, and 
drainage of the common bile duct with a T tube for 
a period which is sufficient to allow cholangitis and 
pancreatitis to subside have relieved the symptoms 
and cured the patient, although it is occasionally ad- 
visable to provide an internal drainage (choledocho- 
duodenostomy) when the obstruction is due to en- 
largement of the head of the pancreas. 


Common Duct Stricture 


Stricture of the common bile duct is usually present 
in cases ‘in which bile has drained for a prolonged 
period after an operation on the biliary tract. The 
biliary fistulas heal in many of these cases, and al- 
though evidences of obstruction of the common bile 
duct soon manifest themselves, in some cases months 
and sometimes years may elapse before stricture be- 
comes manifest. The interval depends on the size or 
completeness of the stricture and the ability of bile 
to pass beyond it. I have operated on some patients 
for whom an interval from-months to years had 
elapsed between the time of the operation and the 
time at which the stricture caused sufficient obstruc- 
tion to the passage of bile to produce symptoms. 
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BILIARY OBSTRUCTION — Walters — continued 


In the follow-up studies'*:1® made in 1940 on 
98 patients on whom I had operated between 1924 
and 1940 for stricture of the common bile duct, 52 
were found to be living and well. Ten patients died 
in the hospital subsequent to operation. In 4 of these 
10 cases, before the introduction of vitamin K, the 
immediate cause of death was postoperative hemor- 
rhage. Included among the 98 patients were 18 who 
had had complete stricture of the extrahepatic ducts. 
Since my return from the service in December, 1945, 
I have operated on an additional 30 patients with 1 
death. 


Recurring strictures of the common duct, no mat- 
ter how frequent the recurrences, are amenable to 
surgery and operation should be performed even in 
cases in which deep jaundice and biliary cirrhosis 
are present. Operation is especially important be- 
cause obstructive jaundice produces severe and tragic 
itching unless the obstruction is relieved. Even though 
the extrahepatic ducts are completely strictured, if 
the surgeon can find by needle puncture a dilated 
intrahepatic duct, it can be opened and an ordinary 
long catheter introduced. I have had 7 such cases in 
which the pressure of the catheter against the side of 
the duodenum produced a small fistulous opening. 
This opening in the duodenum permitted bile to enter 
the intestine. It is best in such cases to keep the 
catheter in the sinus tract indefinitely to maintain 
the fistulous communication even though bile does 
not drain from it. 


If sufficient duct remains above the stricture to 
anastomose it to the duodenum or the jejunum, tubes 
have usually been used to prevent narrowing of this 
anastomosis. Unfortunately rubber or vitallium tubes 
will become encrusted and plugged with bile pig- 
ment; for that reason I have discarded the vitallium 
tubes and substituted in their place a plastic-like ma- 
terial made from polythene by my colleague, Dr. 
Grindlay. These tubes are unwettable and have re- 
mained in the biliary tract in animals for more than a 
year without any accumulation of bile pigment around 
them or in their lumina. I have used them in place of 
the Mayo-Sullivan rubber tubes in several cases with 
complete satisfaction. 


If the end of the duct has not been accurately 
anastomosed to the intestine, recurring stricture will 
occur after the tube passes. Hence there is no tube 
that can take the place of the duct. 


Abnormal Sphincter of Oddi 


Butsch, McGowan, and Walters* ® demonstrated 
that an abnormally functioning sphincter of Oddi, 


with or without associated spasm of the first portion 
of the duodenum, will produce biliary colic as a result 
of increased intrabiliary pressure. They also found 
that intrabiliary pressure could be reduced and pain 
relieved temporarily by the administration of glyceryl 
trinitrate (nitroglycerin) or by the inhalation of amyl 
nitrite. Results of the aforementioned investigation 
have great clinical value, for these antispasmodic 
substances have relieved patients who were having 
attacks of pain subsequent to an operation on the 
biliary tract. Contrary to expectation, morphine ad- 
ministration in average doses increased the intra- 
ductal pressure, and hence, instead of relieving the 
pain, increased it. 


When administration of glyceryl trinitrate or amyl 
nitrite relieves postoperative biliary colic, spasm of 
the sphincter of Oddi or of the duodenum is likely 
to be considered the primary cause of the pain. This 
impression may be erroneous, for the spasm may be 
secondary to the presence of stone in the common 
bile duct. I have found stones in the common duct 
of several such patients on whom I operated. Al- 
though some of these patients have typical biliary 
colics, others have distressing pain after eating be- 
cause of the associated pylorospasm; hence they do 
not eat and lose weight. These symptoms even in the 
absence of a history of jaundice, chills, or fever should 
make the physician suspect stone in the common 
duct. 


I should like to emphasize again, therefore, the 
fact that the only way to exclude the possibility of 
that most frequent cause of biliary colic subsequent 
to cholecystectomy, namely, stone of the common 
bile duct, is exploration of the interior of the duct. 
If stones are not found in the common bile duct, it 
is advisable to dilate the sphincter of Oddi. This, as 
has been said, not only will allow but may assist 
overlooked small stones within the intrahepatic ducts 
to pass into the duodenum. 


The sphincter of Oddi is dilated with graduated, 
round-ended scoops used to explore the common duct 
for stones, for not only do they serve to engage 
smaller stones in their hollow, but their rounded, 
bulbous ends also serve as excellent dilators of the 
sphincter. This method has been used routinely at 
the Mayo Clinic for many years in every case in which 
the common bile duct is opened and explored. If the 
scoop does not pass into the duodenum, it can be 
assumed that the obstruction at the lower end of the 
common bile duct has not been completely removed, 
and this, in our experience, has led to removal of im- 
pacted stones in the ampulla which might otherwise 
have been overlooked. I have found that an anasto- 
mosis between the dilated common duct and the 
duodenum has given good results in some cases in 
which there was spasm of the sphincter of Oddi. 
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BILIARY OBSTRUCTION — Walters — continued 


Carcinoma 


Carcinoma of the bile ducts is usually situated at 
the junction of the cystic and the common ducts, at 
the bifurcation of the hepatic ducts, or at the lower 
end of the common duct. In the early stages when the 
tumor is small and somewhat circumscribed, it is 
difficult to distinguish the condition from edema of 
the duct secondary to stone without cutting through 
the tissues concerned. Such exploration offers the 
surgeon the opportunity to take a specimen for 
biopsy, results of which will confirm the diagnosis. 
When the ductal tumor is at the ampulla, it may be 
so small that its presence is not recognized by palpa- 
tion. However, the common duct will be enlarged 
and when the duct is opened, the exploring scoop will 
meet resistance at the sphincter. The cause of this 
obstruction must be determined, and usually can be 
by palpation. I have operated on patients whose 
ampullary obstructions had been thought to be ma- 
lignant, when they actually proved to be due to 
impacted stones. I also have brought out small bits 
of tissue with the scoop which when examined micro- 
scopically proved to be malignant. If the gallbladder 
is diseased and if stones are present, the biliary ob- 
struction may seem to be the result of one of the 


benign lesions previously described. Continued ob- ° 


struction of the common bile duct, however, mani- 
fests itself after operation by persistence of a biliary 
fistula after the drainage tube has been removed from 
the common duct. The presence of obstruction per- 
sisting at the lower end of the common bile duct 
would have been revealed, in such a case, if a chole- 


dochogram had been made before removal of the T 
tube. 


Malignant tumor of the ducts and of the ampulla 
is not infrequently accompanied by stone in the gall- 
bladder or in the common bile duct. I have never 
seen stones in the gallbladder associated with carci- 
noma in the head of the pancreas unless the car- 
cinoma in the head of the pancreas was caused by 
extension of a carcinoma originating in the pan- 
Creatic portion of the common bile duct. 


In the last few years the radical removal of the 
head of the pancreas and the adjacent portion of 
duodenum for the treatment of carcinoma of the 
ampulla of Vater and of the head of the pancreas 
has been of great interest. Credit should be given to 
Whipple and Parsons and their associates and to 
Brunschwig for the development of methods which 
permit radical removal of these lesions, although the 
tisk of the procedures is high. The results of opera- 
tion, particularly in cases in which the operation has 
been performed for carcinoma of the papilla of 
Vater, have been rather good and beyond expecta- 
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tions. Waugh has reported 16 cases of carcinoma of 
the ampulla from the Mayo Clinic in which radical 
surgical procedures of this type were employed with 
a mortality rate of 25 per cent. Five of these patients 
have lived more than two years. Although radical 
Operation is particularly indicated for this type of 
carcinoma, in some cases transduodenal removal of 
the lesion with reimplantation of the common duct 
will give equally good results with less risk. 


Although similar methods have been used in the 
extirpation of the head of the pancreas which con- 
tains a carcinoma, the prolongation of life beyond 
that usually obtained in cases in which the more con- 
servative operation of cholecystenterostomy was per- 
formed for relief of the jaundice has not been con- 
clusive. The reason is that several of these patients 
have died of either local or peritoneal carcinomatous 
metastasis within a relatively short time after radical 
extirpation. In Waugh’s summary 19 patients had 
radical resections of the head of the pancreas for 
carcinoma with a mortality of 13 per cent. Although 
3 lived more than one year, averaging eighteen 
months, the average length of life for all patients was 
8.4 months after operation. Before radical operation is 
undertaken the fact that approximately 15 to 20 per 
cent of tumors in the head of the pancreas which 
produce jaundice have been found to be inflamma- 
tory must be considered. However, in these days of 
lay medical education by lay writers, the psychologic 
effect of removal of a cancerous lesion on the patient 
and his relatives must not be forgotten and it is true 
that some such patients have lived beyond their 
average expectation of life. 


SUMMARY 


The degree of pathologic change in the gallbladder 
frequently is at variance with the severity of the 
symptoms, and hence the exact nature of the degree 
of pathologic change in the gallbladder cannot always 
be determined before operation. Although the cho- 
lecystogram is accurate in its positive disclosure of 
disease and stones, the report that a gallbladder is 
functioning normally does not always exclude the 
possibility that stones which are nonopaque to roent- 
gen rays may be situated in the interior. Patients 
who give a history of repeated biliary colics should 
be suspected of having disease of the biliary tract 


even when a cholecystogram does not reveal evi- 
dence of it. 


Innumerable patients who have cholecystitis and 
symptoms resulting therefrom have been given a 
diagnosis of angina pectoris. Pain in the precordial 
region has been produced experimentally by an in- 
crease in the pressure within the intraductal portion 
of the biliary system. 


In the absence of a history of jaundice, stones in 
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BILIARY OBSTRUCTION — Walters — continued 


the common bile duct frequently are overlooked at 
operation, and after operation their presence is not 
suspected, even though biliary colic continues. Non- 
calcareous benign obstruction of the biliary tract was 
found in about 10 per cent of a group of patients 
suffering from recurring biliary colic and jaundice. 

Stricture of the common and hepatic bile ducts 
usually results from loss of continuity during the 
course of operation on the extrahepatic biliary ducts. 
It is usually characterized by a biliary fistula or a 
clinical picture not unlike that of stone in the com- 
mon bile duct, except that the jaundice is more per- 
sistent. Excellent results can be expected if the stric- 
ture is excised and the ends of the duct are united or 
the duct above the stricture is anastomosed to the 
intestine. Even in cases of recurring stricture the out- 
look is not hopeless since an external biliary fistula 
can be established, and sometimes an internal fistula 
between the biliary tract and the intestinal tract will 
develop in such cases from pressure of the drainage 
tube. 

Biliary dyskinesia due to spasm of the sphincter of 
Oddi cannot be distinguished preoperatively from 
common duct stone; patients who give histories of 
persistent disabling postoperative biliary colic should 
be suspected of having a common duct stone until 
proved otherwise at exploration of the common duct. 
If a stone is not present and the lesion is one of 
spasm of the sphincter of Oddi, an anastomosis be- 
tween the common duct and the duodenum usually 
suffices to relieve the attacks of colic. 


Carcinoma of the bile ducts is rare and seldom 
lends itself to excision. In recent years resection of 
the head of the pancreas and the ampulla of Vater 
with the attached portion of duodenum has been per- 
formed successfully in a number of cases. The results 
are more satisfactory when the lesion is confined to 
the ampulla of Vater than when the malignant lesion 
is in the head of the pancreas. After this operation 
for carcinoma of the ampulla, reports have indicated 
that many patients have lived for more than three 
years. 


SMOKING AND LIP CANCER 


Smoking can practically be eliminated as a cause of cancer 
of the lip, two Brooklyn, N. Y., physicians report in the 
December, 1948, issue of the American Journal of Roent- 
genology and Radium Therapy. 

“Certainly smoking, which is so frequently ascribed as 
a causative agent, can be ruled out as so few lesions originate 
in the female though there has been a great increase in 
smoking among women in the last generation,’ the two 
doctors, William E. Howes and Joseph Rosenstein, write. 

The article is hased on a study of 112 cases of cancer 
of the lower lip in patients admitted for treatment at the 


The newer tests of liver function are of the utmost 
value when evaluated in relation to clinical studies 
of the jaundiced patient, not only from the stand- 
point of evaluating liver function but also in assisting 
in differentiating between intrahepatic and extra- 
hepatic jaundice. 
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Brooklyn Cancer Institute from 1930 to 1944. Only 2 of 
the 112 patients were women. While fully 90 per cent of 
the men had smoked a pipe, cigars, or cigarets through- 
out many years, neither of the 2 women had used tobacco 
in any form. 

“In this series, the men were usually of the unskilled 
laboring class. As a rule, they have worked outdoors dur- 
ing most of their adult life. Their faces and lips have 
been exposed to sun, wind, sleet and cold. Chapping as a 
result of exposure is a common occurrence. Theoretically 
this repeated chapping with resultant attempt to repair sets 
up an ideal situation purported to favor the origin -of can- 
cer,” the article states. 
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MANAGEMENT OF HYPERTHYROIDISM 


FRANK H. LAHEY, M.D, Lahey Clinic, 


Boston, 


Tue antithyroid agents are impor- 
tant in a discussion such as this because they have so 
influenced the management, the course, and the mor- 
tality of toxic thyroid states. They have converted 
the surgery of hyperthyroidism to the surgery of the 
nontoxic adenomas. No longer is there the danger of 
table death; no longer is there a severe postoperative 
reaction; no longer is it necessary to treat the patient 
vigorously with oxygen, intravenous iodine, intrave- 
nous fluids, and intravenous glucose. Every phy- 
sician, I think, must now be prepared to get the pa- 


tient’s metabolism to normal before submitting him 
to surgery. 


The background of how these antithyroid agents 
work is important to their effective employment. 
What they do and how they do it are two quite dif- 
ferent things. It has frequently been asked of me, are 
there any patients who are fast to the antithyroid 
agent as there are patients who become iodine-fast? 
There are none. If a dose large enough is given long 
enough, there is no patient whose basal metabolic rate 
cannot be brought to normal. There are, of course, 
factors which vary the effectiveness of these anti- 
thyroid agents. If iodine is combined with the pro- 
pylthiouracil, it takes longer to bring the basal 
metabolic rate to normal, and it takes longer to bring 
the basal metabolic rate to normal in patients with 
toxic adenomatous goiter than it does in patients with 
primary hyperthyroidism. 

At the Lahey Clinic we have had experience with 
4 of the antithyroid agents: thiouracil, now aban- 
doned because it has an incidence of complications of 
9 per cent; thiobarbital, likewise abandoned because 
it has an incidence of complications of 28 per cent; 
propylthiouracil, which we now employ and have 
employed in treating nearly 800 patients with thy- 
roidectomy with an incidence of complications of 
1.9 per cent; and methylthiouracil. 


With about 1,100 patients with thyroid disease 
being operated on in the Clinic each year, we attempt 
to employ these antithyroid agents on a large enough 
scale so that we have had all the complications and 
from these experiences can make valid deductions as 
to what we think are the more desirable drugs and 
which should be.given up. We have, therefore, under- 
taken to evaluate methylthiouracil, but we have pre- 
pared only 32 patients with methylthiouracil for sur- 
gery and are as yet unable to say what the incidence of 
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complications is or what its effectiveness is as com- 
pared with the other three agents. We doubt, be- 
cause of the considerable experience in England with 
methylthiouracil, that it is much more effective than 
is propylthiouracil, and because there has not been 
any mass experience in England with which to de- 
termine the incidence of complications, we doubt if 
it has either a lower incidence of complications or a 
much greater effectiveness than does propylthiouracil. 


ORIGIN OF HYPERTHYROIDISM 


We suspect that the origin of hyperthyroidism is 
as far back as the anterior pituitary and the hypo- 
thalamus, but we are unable to say on the basis of 
demonstrable evidence that the hypothalamus ac- 
tually plays the primary part in the production of 
hyperthyroidism. The presumed avenues of effect are 
from the hypothalamus to the anterior pituitary, al- 
though none is demonstrable. The results of investi- 
gations suggest that the origin of hyperthyroidism 
may be in the hypothalamus in stimulating the an- 
terior pituitary to put forth more thyrotropic stim- 
ulating hormone. We know that from the anterior 
pituitary, presumably stimulated by the hypothalamus, 
comes an increased amount of thyrotropic stimulat- 
ing hormone, which produces hyperplasia in the 
thyroid gland. This hyperplasia results in an exces- 
sive synthesis of iodine into thyroxin. It is by means 
of the antithyroid agents, particularly propylthioura- 
cil, that this synthesis of iodine into thyroxin is 
inhibited. 

It is for this reason, plus our clinical experience 
in preparing and operating upon 1,200 toxic thyroid 
patients prepared with these antithyroid agents, plus 
the theory of the action of the antithyroid agent that 
I say with such confidence that there is no patient 
with hyperthyroidism in whom, if enough of the 
agent is given long enough, it is not possible ulti- 
mately to bring the metabolic rate to normal. How 
it brings the basal metabolism to normal is less cer- 


tain. There are two proposed suggestions as to how 
it is accomplished. 


We know that the iodine in the thyroid gland 
which must be utilized for the production of thyroxin 
exists in the form of iodide, and this iodide must be 
converted to free iodine before it can join with 
tyrosine to produce diiodotyrosine from which is pro- 
duced thyroxin. There has been a great deal of de- 
bate as to how this conversion of iodine into thyroxin 
occurs. It has been demonstrated that in the epithelial 
cells lining the acini of the thyroid there is an enzy- 
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HYPERTHYROIDISM — Lahey — continued 


matic process, known as the peroxidase process, by 
means of which the synthesis of thyroxin is either 
aided or completed. 


The effect of the antithyroid agents—whether the 
thiouracil group of agents or the sulfone group of 
drugs—may result either from the fact that the anti- 
thyroid agents interfere with the process within the 
acinar cell that produces thyroxin or from the fact 
that they interfere with the elaboration of iodine from 
the iodide form into a free iodine so that it can be 
converted into thyroxin. 


USE OF ANTITHYROID AGENTS 


Some of the mistakes in the use of these anti- 
thyroid agents have been related to the small dosages 
wisely advocated by Astwood when he was first in- 
vestigating their clinical use. (We must never fail 
to give credit to Astwood and MacKenzie and various 
other men who have done pioneer work in the in- 
vestigation and in the clinical employment of these 
antithyroid agents.) Originally, 75 mg. was the dose 
which was advocated. This dose was altogether too 
small. We believe that in patients with exophthalmic 
goiter or primary hyperthyroidism the dose of propyl- 
thiouracil should be 200 mg. and in those patients 
with toxic adenomas it should never be below 300 
mg. These doses are divided into one-half in the 
morning and one-half in the afternoon. 


There are certain conditions which affect patients 
with toxic adenomas, and it is more difficult to bring 
about a drop of the metabolic rate in such patients 
than in those with primary hyperthyroidism. There 
are patients with toxic adenomas who will require 
up to even 400 mg. of propylthiouracil—200 mg. in 
the morning and 200 mg. at night—to bring the 
metabolic rate to normal, but our standard dose in 
preparing patients with exophthalmic goiter is 100 
mg. in the morning and 100 mg. at night, and in 
patients with toxic adenomas, 150 mg. in the morning 
and 150 mg. at night. 

In the average patient with primary hyperthyroid- 
ism given a full dose of 100 mg. of propylthiouracil 
in the morning and 100 mg. in the evening, and not 
receiving iodine, the basal metabolic rate will drop a 
full degree per day. In other words, if the patient has 
a metabolic rate of plus 45, in approximately forty- 
five days his metabolic rate will be normal. In pa- 
tients with toxic adenomas, on 300 mg. of propyl- 
thiouracil per day, the basal metabolic rate will drop 
at the rate of 0.5 degree per day. There will be ex- 
ceptions to both cases, particularly if these patients 
have had considerable iodine before coming for an 
operation, but this rate is ordinarily dependable, par- 
ticularly in patients with primary hyperthyroidism. 
There are patients with toxic adenomas who will re- 


quire a long period of time before the metabolism is 
brought to normal; in some patients 181 days has 
been required. 


Relation to Surgery 


One of the questions that will be raised is, “How 
do you feel about propylthiouracil as a substitute for 
surgery?” It must be realized that these agents do 
nothing more than affect the periphery of this process 
which results in the excessive production of thyroxin. 
They interfere with the synthesis of thyroxin, but the 
mechanism for the synthesis of thyroxin is hyper- 
plasia within the gland, and the excessive output of 
the anterior pituitary stimulating hormone which pro- 
duces thyroxin and hyperplasia is still present. I have 
often said that such is the hyperplasia of the thyroid 
gland in the patient with exophthalmic goiter who 
has had his metabolism reduced to normal by these 
antithyroid agents, such is the friability and vascu- 
larity of these glands when the patient has had no 
iodine in addition to the propylthiouracil to pro- 
duce involution and improved operating conditions 
that surgery is almost impossible if the metabolic 
rate is brought to normal solely by the employment 
of these antithyroid agents. All the conditions for the 
maintenance of production in excessive amounts of 
thyroxin are still present in the thyroid, and the 
metabolism is only temporarily normal because of an 
interference with the chemical or enzymatic process 
which synthesizes iodine into thyroxin. In other 
words, all the conditions for the production of an 
excessive amount of thyroxin are still present in the 
gland whenever the administration of the antithyroid 
agent is stopped. In addition, we have endeavored to 
bring about permanent remissions in a sufficient 
number of cases so that we now realize that, other 
than in young people with small glands and with 
relatively mild hyperthyroidism, the percentage of re- 
currences following omission of the antithyroid agent 
will be so high that it is not wise to count upon this 
agent as a substitute for surgery. 


We feel strongly that the original overemphasis 
which promoted the idea that these agents would 
completely supplant surgery is rapidly being replaced 
by what we believe is the proper attitude: that the 
agents will inevitably find their level as a means by 
which to prepare patients for surgery. 

There are certain other questions which will arise: 
“What are the hazards in using these agents? What 
do you do when you have complications?” and “When 
do you stop giving these agents?” 


Agranulocytosis 


Following the omission of any further administra- 
tion of propylthiouracil to the patient, its effect upon 
the bone marrow, the depression of which by these 
agents is the cause of agranulocytosis, will continue 
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for a period up to seven days. We have seen agranu- 
locytosis in patients on thiouracil appear up to seven 
days after the last dose. It is for that reason that in 































































w preparing these patients for surgery we do not give 
or any propylthiouracil during the week prior to the 
1o day on which the patient is to be operated upon. 
‘SS In addition, we believe that we should be perhaps 
in. overcautious in omitting the drug when there is a 
he drop in the white cell or differential blood count. For 
er- that reason, we stop drugs when the white count has 
of dropped to 4,500, having previously been around 
ro- 8,000 or 9,000, or when the differential count, pre- 
ive viously at a normal level, has dropped to 45 per cent. 
oid If these agents are allowed to produce reductions in 
rho white counts down to 2,000 or 2,500 before the drug 
ese is omitted, it is possible to have a continuation in the 
cu- drop until the white count is 0, and this, we believe, 
no is unduly dangerous. 
fO- There are certain other dangers following the ad- 
Ons ministration of these drugs about which we know. 
olic One is that if a complication is produced, among 
nent which the most dangerous is agranulocytosis, and if 
the the drug is omitted and then resumed, the patient will 
s of be so sensitized that there will be a greater danger 
A of another complication following its second em- 
ployment. Furthermore, whenever bone marrow shows 
acess ‘ . 
tia evidence of depression by severe falls in the white 
ae cell count, it probably regains its normal capacity to 
: ‘i. produce granulocytes less well each time that an 
yroid agranulocytosis is brought about. We think, there- 
ale fore, that a white cell count should be made at least 
siiaiae every ten days and accurate reports should be kept 
other of them. We do not put these patients in hospitals to 
sett administer the drug, but send them home to their 
of family doctors, asking their family doctors particularly 
agent to watch out for sore throat and to determine white 
= this counts regularly against the possibility of the bone 
marrow being unduly depressed. 
phasis Treating Agranulocytosis 
would 
placed if an agranulocytosis occurs, dependence can be 
at the placed upon but one agent: penicillin. We have done 
ans by §§ bone marrow studies on hyperthyroid patients who 
have developed agranulocytosis and the agranulocy- 
ii tosis is directly due to depression of the bone marrow. 
What  Lhis depression of bone marrow will take four, five, 
“When fg °° Six days for recovery, and during that time the 





physician must depend entirely upon employing pen- 
icillin in large doses for the protection of the patient 
from infection. No dependence can be placed on liver 
extract; no dependence can be placed on vitamin Bg 
(pyridoxine). It is solely by protecting the patient 
by the use of penicillin and by omitting the drug so 
that the depressed bone marrow can regain its func- 
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tion that these patients recover from an agranulocy- 
tosis. 

Likewise, dependence cannot be placed upon the 
fact that because these patients have tolerated the 
antithyroid agents for weeks or months without hav- 
ing complications, they will not have them. We have 
seen agranulocytosis appear at the end of nine months 
of maintenance of doses of these agents, at the end of 
twelve months, and at the end of eighteen months. 
All patients who are receiving these antithyroid 
agents should have differential blood counts every 
ten days and white cell counts every ten days. 

In the same way, the period of time that these 
agents are given is not proportional to their ability 
to bring about permanent remissions. We have seen 
recurrences of the hyperthyroidism at the end of 
weeks, months, and years on omitting the antithyroid 
agent. 

We have learned another lesson from operating on 
27,000 patients for thyroid disease: When there is 
any degree of toxicity, the degree of postoperative 
thyroid reaction is unpredictable. Only by bringing 
the patient’s metabolism completely to normal before 
surgery can it be certain that he will not have a post- 
operative reaction. 


Other Complications 


There are some other problems that arise. They are 
the complications which come into hyperthyroidism, 
such as hyperthyroidism in children, pregnancy, pa- 
tients with diabetes, heart failure, psychotic patients, 
and patients with thrombocytopenic purpura and hy- 
perthyroidism. 

Children will tolerate full doses of propylthioura- 
cil, and they can be prepared in exactly the same way 
as can adults. They can be given 200 mg. because 
they do not have toxic adenomas as a rule. We have 
had more than 150 patients with hyperthyroidism 
under 12 years of age. The mortality is higher in chil- 
dren with hyperthyroidism than in adults, and for 
that reason we would urge strongly that no children 
with hyperthyroidism be operated on until the me- 
tabolism has been brought to normal. 

Propylthiouracil may be given to patients who are 
pregnant in all the stages of pregnancy. We have 
given it in all the stages, and if an attempt is not 
made to produce permanent remissions by prolonged 
maintenance doses, there is no effect upon the fetus. 
We believe that every pregnant woman can be made 
nontoxic with these agents, the thyroidectomy can 
be done, and the patient can then go on with her 
pregnancy. 

Another problem that arises is that of cardiac fail- 
ure. In the average patient with hyperthyroidism, as 
soon as his metabolism is normal, operation can be 
performed. In the patient who has cardiac failure, not 
only should the metabolism be brought to normal, 
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but surgery should be delayed two or three months 
with the metabolism normal until the patient has re- 
gained all of his cardiac balance and reserve. 

Likewise, in the diabetic patient the factor which 
increases the need for insulin and decreases the toler- 
ance for carbohydrates can be eliminated, and the 
problem can be converted into a simple thyroidectomy 
on a nontoxic goiter. 

There is another problem which has bothered us 
greatly; that is the management of the psychotic pa- 
tient whose psychosis is either promoted or com- 
pletely brought about by the hyperthyroidism. This 
type of patient has always been an extremely difficult 
problem for us to manage because such patients can- 
not be placed in a general hospital and if they have 
severe hyperthyroidism they cannot be managed in a 
hospital for psychotic patients. Since these antithy- 
roid agents can be given to patients at home, up and 
about, a physician can manage these psychotic pa- 
tients either in a psychiatric institution or in their 
homes. They can be made nontoxic with propyl- 
thiouracil and if their psychosis is the result of hyper- 
thyroidism it will disappear. Again, as with the car- 
diac patient, we urge that after these patients have 
had their metabolism brought to normal and their 
psychosis has been controlled, they should maintain 
their psychiatric balance with a normal metabolism 
for two or three months before the subtotal thyroid- 
ectomy is performed. 


Still another problem which rarely arises but which 
is important as a complication of hyperthyroidism 
when it does is that of hyperthyroidism and idiopathic 
thrombocytopenia. This is an extremely difficult 
problem because no operation can be done upon the 
thyroid because of the purpura, and if splenectomy 
is done to relieve the purpura in a patient who is 
still toxic, such a thyroid storm will be produced that 
the patient will die. We put these patients on the 
antithyroid agents until their hyperthyroidism is com- 
pletely controlled, then do the splenectomy, and after 
the platelet count has been restored to normal, do the 
subtotal thyroidectomy. 


BOARD TO CERTIFY ORTHOPEDIC DEVICES 


An American Board for Certification of the Prosthetic and 
Orthopedic Appliance Industry has been organized to im- 
prove the professional standards of manufacturers of such 
devices and the fitters employed by such firms. Three 
orthopedic surgeons and four leaders in the orthopedic 
appliance industry constitute the national board which will 
grant certification to applicants who prove that they have 
had at least four years of experience under proper super- 
vision or two years of special training and one year of 
experience and who present the signatures of two physicians 
Stating that various other requirements ‘have been met. 


ADVANTAGES OF ANTITHYROID 
AGENTS 


As a result of this large experience in operating 
upon patients. with hyperthyroidism prepared with 
propylthiouracil, certain definite things have been 
accomplished. The average stay in the hospital of the 
patient with severe hyperthyroidism, who used to re- 
quire a three-stage operation—preliminary ligation 
of the thyroid poles, then hemithyroidectomy, then 
another hemithyroidectomy—was a total of fifty-five 
days. For those patients requiring a two-stage pro- 
cedure because of the severity of their toxicity—a 
hemithyroidectomy was done, they returned home for 
six weeks, and then came to the hospital for another 
hemithyroidectomy—the average stay in the hospital 
was thirty-five days. The average stay of the patient 
who now enters the hospital, prepared with propyl- 
thiouracil and with a normal metabolism, is but six 
days. 

The mortality of subtotal thyroidectomy in the 
27,000 goiters which we have now done has been 
maintained at 0.75 per cent. In the 1,200 patients 
with hyperthyroidism of either the toxic adenomatous 
or primary hyperthyroid type who have now been 
prepared with the antithyroid agents and operated 
upon, there have been 2 deaths. Neither was asso- 
ciated with hyperthyroidism; 1 patient died of a 
coronary thrombosis and 1 of a tracheal obstruction, 
which was an avoidable death. That reduces the mor- 
tality from 0.1 per cent to 0.01 per cent. The im- 
provement in the mortality rate may seem trivial in 
figures, but in the actual number of patients who die 
after subtotal thyroidectomy it is very real. 

The surgery of toxic goiter has been changed from 
a procedure requiring the most painstaking prepara- 
tion, the most careful anesthesia and protection on 
the table, and the most intricate postoperative care 
to the simplicity of the surgery of nontoxic adenoma 
or general surgical operations of any routine type. 
No longer do we have storms, no longer do we have 
reactions, and no longer do we fear table death or the 
postoperative reactions that bring about fatalities. 


605 Commonwealth Avenue. 


Glenn E. Jackson is executive director of the board, which 
has offices at 336 Washington Building, Washington 5, 
D: <. 


Physicians’ Income Tax Guide 


A compilation of essential information on the proper 
completion of federal income tax estimates and returns 
prepared especially for physicians by tax experts is avail- 
able without charge from the Medical Service Department, 
Schering Corporation, Bloomfield, N. J. Entitled “Schering 
Physicians’ Income Tax Guide,’ the pamphlet covers tax 
return procedure completely and includes lists of per- 
missible deductions. 
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Tue progress wrought in the care of 
diabetes is one of the most dramatic and gratifying 
stories of our time. The disease, though recognized as 
an entity in antiquity, revealed its secrets reluctantly 
through the ages and it has been only in the past cen- 


tury that any rational therapeutic approach was at- 
tempted. 


It was close to a hundred years ago that the concept 
of diet having a place in the therapy of this “wasting 
disease with sugary urine” was developed, and too 
much credit cannot be bestowed on those pioneers 
who attempted to combat the ravages of the disease 
with this meager weapon alone. Interestingly enough, 
however, by this means life was actually prolonged, 
complications were delayed, and the incidence of 
dreaded coma was reduced, Furthermore, dietetic prin- 
ciples which are still sound and basic were gradually 
established empirically. 

The introduction of insulin for clinical use by 
Banting and Best in 1922 was obviously the most im- 
portant single contribution in history to the welfare 
of the diabetic patient, but actually this remarkable 
discovery produced no revolutionary change in the 
concept of dietetic control of the disease. Rather, 
thereafter, diabetic patients were simply allowed a 
diet more nearly approaching the normal and the 
lives of those with more severe cases of diabetes were 
saved. Now, as then, any tendency to minimize the 
importance of scientifically controlled dietary regimes 
in the control of diabetes is erroneous, and a physi- 
ologically sound concept is that insulin simply serves 
as a valuable supplement in therapy. 


Milestone in Diet Therapy 


Since the present concept of diet in diabetes is 
based to a large extent on lessons learned from the 
trials and errors of the past, it is interesting and in- 
formative to review briefly a few milestones. It was 
in 1852 that Von During proposed his “rice cure,” 
followed in succession by Donkin’s “skimmed milk” 
diet in 1874, Mosse’s “potato cure” in 1902, and Von 
Noorden’s “oat meal” cure in 1903. Any favorable 
results noted from these regimes were undoubtedly 
due to a reduction in total calories and fat, but such 
results were inconstant and unsatisfactory. However, 
these diets were precursors of the present relatively 
high carbohydrate diets and emphasized the desira- 
bility of low caloric intake. 

Naunyn’s contribution to the knowledge of diet 

From the Department of Medicine, Southwestern Medical College. 


Read before the Section on Medicine, State Medical Association of 
Texas, Annual Session, Houston, April 27, 1948. 
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was probably the first real step forward and his name 
has been applied to the era of 1898-1914. The recog- 
nized dietary regime during this period was what is 
known today as the “low carbohydrate, high fat, and 
low protein” diet. He, too, learned early the value of 
caloric restriction in general and that starvation days 
had a remarkably beneficial effect on refractory cases. 
During this period, also, the pathologic condition un- 
derlying diabetes was explained by the experiments 
of Von Mering and Minkowski. In view of the neg- 
ligible amount of knowledge of metabolism in dia- 
betes then available, the regimes of those days indi- 
cated admirably astute thinking. 


The Allen era, 1914-1922, so called for Frederick 
Allen, was notable in that the principles of fasting 
and undernutrition of the Naunyn era were placed on 
a more scientific basis and utilized as a relatively 
efficient therapeutic approach. As knowledge in bio- 
chemistry progressed, diabetes was recognized as a 
metabolic disorder affecting not only carbohydrates 
but all the dietary constituents, so that Allen’s ap- 
proach was logical and sound. It is amazing to review 
the favorable response of the diabetic patients, at least 
physically, to these almost inhumane principles of 
pathologic undereating. Certainly, the lot of the dia- 
betic person in those days was unhappy, when the 
prevailing teaching was “don’t eat and live, or eat 
and die!” This situation influenced Newburgh and 
Marsh in 1920 to propose diets further emphasizing 
fats to an almost alarming level—a typical such diet 
of 2,472 calories having a formula of protein 58 Gm., 
carbohydrate 65 Gm., and fat 220 Gm.—with some 
diets utilizing up to 280 Gm. of fat a day. Although 
this principle is not acceptable now, these diets con- 
tributed to the establishment of better nutrition for 
diabetic patients. 


Introduction of Insulin 


It is interesting and important to note again that 
insulin in 1922 was introduced into a somewhat 
muddled and unsatisfactory but by no means chaotic 
scene. A large percentage of mild and moderately 
severe diabetic patients who adhered to the strict diets 
of the period, though in poor nutritional state and 
under par physically, were at least surviving. 

The question of diet since insulin was introduced 
has not been entirely without its problems. Theoret- 
ically, carbohydrates can be given at will, but the 
problem arises as to whether glucose in large amounts 
is harmful or helpful to the beta cells of the islands 
of Langerhans, and, therefore, what are safe and 
optimum levels of glucose in the diabetic diet? For- 
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tunately, however, it would appear experimentally 
that glucose is helpful as long as blood sugar is main- 
tained at reasonably normal levels. Therefore, the 
most significant trend in diabetic diets at present is 
the increasing carbohydrate. Also, more attention will 
undoubtedly be focused on a reduction of certain pro- 
teins and fats, high in cholesterol, which are perhaps 
aggravators of arteriosclerosis, according to the com- 
mendable work of Herrmann and others. 

Proponents of carbohydrate increase, Geyelin and 
Sansun, in 1927, working independently, and later 
Rabinowitch, have encouraged up to 300 Gm. of car- 
bohydrate a day or, in some instances, more. Perhaps 
encouraged by this tendency, Stolte, Enklentz, and 


betic regime to the end that the diabetic patient may 
live a relatively normal, healthy, and safe life. The 
importance of insulin is self-evident, and increasing 
knowledge in the chemistry of nutrition suggests that 
control of all the integral factors in the diet may not 
only contribute to better health for these patients but 
may exert considerable influence on the incidence of 
dreaded complications and upon longevity. 
Furthermore, with insulin, diabetic diets may close- 
ly approximate the recommended diets for normal 
nondiabetic persons. This is as it should be, for there 
is no good reason to believe that the diabetic patient 
should be set apart as a strange being whose nutri- 
tional needs differ from the normal except in minor 
detail. Great psychologic value will accrue if this fact 
is impressed on the diabetic patient, and it may be 


TABLE 1.—Energy Requirement of Adults. 


Calories per day for various grades of activity per kilogram of body weight. 


Basal or 


Very 
Rest 


Minimal Liatit 


Bed Rest 
Seamstress* (hand), 
Typist,* Tailor* 





Calories per kilogram 
of body weight per 
day: range 


Typical average 
weight: Male 70 
Kg., Female 60 Kg. 


Per cent increase over 
basal calories* 10 25 


Very 


Light Severe 


Occupation 


Moderate Hard Severe 


Mechanic, 


Garment Worker, Salesman, 
Office Clerk, Teacher 

Metal Worker,* Furniture 
Housemaid,* Carpenter,* 
Laundress* (hard), 
Truckman, House Worker 


Bookbinder,* Shoemaker,* 
Painter,* Housewife 


Laundress* (moderate), 
Stonemason,* Laborer, 


Mason 


Seamstress* (machine), 
Man Sawing Wood, 


Fireman 


37.5 42.5 47.5 60- 


50 75 100 150 


*Based on figures from Lusk, G: Science of Nutrition, Philadelphia, W. B. Saunders, 1928. 


Lichinstien from 1931 to 1935 in Europe and Tolstoi 
in this country even advocated their so-called “free 
diets,” which in reality are high carbohydrate diets 
without scientific restriction. No final objective de- 
cision can as yet be made on this latter concept, but 
to those who believe in the practical and psychologic 
advantages of a more meticulous control of the dia- 
betic patient, as I do, many theoretical objections may 
be raised. However, the “free diet” may leave its im- 
print on the diabetic regime by encouraging the use 
of more liberal, normal, and humane diets, though 
scientifically controlled. 

Thus the pendulum of changing thought has swung 
back and forth throughout the years, and may con- 
tinue to do so as our knowledge continues to increase. 
Fortunately, however, for the present day clinician— 
and the diabetic patient—there is a workable unanim- 
ity of opinion regarding safe and optimum diabetic 
diets. Basic in this thought is that both insulin and 
controlled diet have their respective places in the dia- 


a comfort to the patient to realize the obvious fact 
that the average person eats unwisely and suffers 
thereby, whereas he is to be placed on a program of 
scientifically regulated feeding, based on his specific 
nutritional needs, which will merely be directed and 
not necessarily restricted. 


NUTRITIONAL NEEDS 


Therefore, the physician in formulating diabetic 
diets should acquaint himself with the few elemen- 
tary rules governing the nutritional needs of us all, 
and consider the few modifications recognized and 
recommended to favor the diabetic state. This can 
perhaps best be done by analyzing separately each 
component part of the diet. 


Calories 


Each person has a maintenance diet at rest on 
which he will neither gain nor lose weight. In addi- 
tion to this, his total daily caloric requirement will 
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depend on the amount of physical and, to a less ex- 
tent, emotional and nervous energy expended. This 
total caloric requirement is variable in different per- 
sons, therefore, because of their respective constitu- 
tional makeup and their varying energy expendi- 
tures. It ranges from 30 to 35 calories per kilogram 
of body weight for moderate activity to 60 to 70 cal- 
ories for heavy labor, the average figure being 35 to 
40. In general, reduction diets may range from 1,000 
to 1,500 calories, maintenance diets 2,000 to 2,500 
calories, and high caloric diets will approximate 3,000 
calories or more for men, the lower figure in the first 
two being more applicable to women. The concept 
that a diabetic patient’s weight should be maintained 
at not over normal, and possibly less—particularly as 
he grows older—continues basic. Every effort should 
be ‘made to gain the cooperation of the patient to this 
end and the initial diet should be arranged accord- 
ingly. 


TABLE 2.—Energy Requirement of Children. 
Total calories per day for children in terms of body weight.* 


Agein Years Calories per Kilogram Calories per Pound 





1-2 100-90 45-40 
3-5 90-80 40-36 
6-9 80-70 36-32 
10-13 70-60 32-27 

Boys Girls Boys Girls 
14-15 60-55 50-45 27-25 23-20 
16-17 60-55 45-40 27-25 20-18 
18-19 55-50 40-35 25-23 18-16 

*After Rose, M.D.S.: Foundations of Nutrition, New York, 
Macmillan Co., 1933. 


Protein 


There is general agreement as to the quantity of 
protein required in all diets. The adult is usually 
allowed from .66 to 1.5 Gm. per kilogram of body 
weight per day, or from 10 to 15 per cent of the total 
daily calories. Children, during years of growth, should 
have from 2 to 3 Gm. per kilogram or 15 per cent of 
total calories. The amount of protein, furthermore, 
will depend on the integrity of the liver and kidneys, 
and in general the need for it and its desirability 
diminish throughout life. Egg yolk and glandular 
foods, high in cholesterol, should probably be limited 
in the diets of diabetic patients past 40 inasmuch as 
these foods contribute to the development of arterio- 
sclerosis, which process is already aggravated by the 
diabetic state. 

Carbohydrate 


The normal adult should have 4 to 6 Gm. of 
carbohydrate per kilogram of body weight per day, 
or from 50 to 60 per cent of the total calories, whereas 
the child should have up to 6 to 10 Gm. As before 
stated, experimental evidence indicates that the pan- 
creas is both stimulated and protected by liberal 
amounts of carbohydrate in the diet if the blood sugar 
is kept reasonably normal. There has been, there- 
fore, a wholesome tendency to increase these good and 
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palatable foods in the diet of diabetic patients. Joslin 
recommends a conservative and intermediate 150 to 
200 Gm. daily for adults with a little more for chil- 
dren, whereas Rabinowitch allows up to 300 Gm. or 
more. I usually allow up to 250 Gm., and in a care- 
fully prepared diet avoiding concentrated sweets this 
is both satisfying and adequate. 


Fat 


Without fat, with its large caloric yield, in mod- 
erate quantities in the diet it is difficult for the aver- 
age person to gain or even to maintain normal weight. 
Fat represents the “caloric filler” for all diets, and in 
diabetic patients, in whose diets there must be some 
over-all limitation in protein and carbohydrate, fat is 
used within limits to bring the total number of cal- 
ories up to each patient's daily needs. The normal 
adult will average from 1 to 2 Gm. per kilogram of 
body weight, or from 30 to 40 per cent of total 
calories per day, whereas children will average from 
2 to 3 Gm. per kilogram, or 35 per cent of total 
calories. A diet with less than 40 Gm. of fat is hard 
to calculate dietetically and over 150 Gm. is unsound 
and unpalatable, though sometimes indicated and 
used. Since fat is potentially ketogenic, and Herrmann 
has stated that a low fat diet will produce a gradual 
decholesterization, it would seem desirable to main- 
tain older diabetic patients on a diet as low in fat 
as is possible to maintain adequate nutrition. For- 
tunately, since about 70 per cent of diabetic patients 
are overweight, there is little indication for high fat 
diets for purposes of weight maintenance or gain after 
adolescence. 


Minerals 


A well rounded and carefully prepared diet nor- 
mally provides adequate necessary minerals for body 
building and functioning. Particular care should be 
taken to provide iron in quantities of 0.015 Gm. per 
day for adults and from 0.0005 to 0.0008 Gm. per 100 
calories in children; calcium 0.7 Gm. for adults and 
1 Gm. per day for children; and phosphorus about 
1.3 Gm. for adults and 1 to 1.5 Gm. for children. 


Vitamins 


Liberal amounts of food containing the various 
vitamins should be included in the diet. Tentative 
standards for daily requirements may be obtained 
from any good reference. Whether the diabetic pa- 
tient’s need is greater than normal and his diet should 
be fortified with supplementary vitamins is not def- 
initely known, but it is suggested that he is a good 
candidate for such treatment. 


GENERAL CONSIDERATIONS 


Early in the control regime of the new diabetic 
patient the physician should exert his most persuasive 
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diet in the life-long regime being prepared for him. 
It must be recognized that to be told what to eat is 
contrary to every concept of personal liberty, and the 
defensive and initially noncooperative attitude so 
often encountered is to be expected. In no instance 
is the art of medicine, as well as the facts, more neces- 
sary. It is suggested that the term “food regulation” be 
substituted for the instinctively objectionable term 
“diet.” The diabetic patient who is taught early the 
necessity of following a controlled regime of eating 
and who is encouraged to develop the self-discipline 
required will be the patient who will conscientiously 
take insulin, report for periodic check-ups, and enjoy 
the best results of treatment. This “indoctrination 
period” is best conducted during an initial hospitaliza- 
tion during which time the patient will profit by 
coming into contact with other diabetic patients in 
the process of “going to diabetic school” and learning 
everything possible about diet, insulin, urine testing, 
and so forth. 


The physician in developing the diet formula 


should remember that he is laying the foundation for 
a cooperative response or an unfavorable attitude on 
the part of the patient. There are many variable 
factors to be considered. The total number of calories 
must be in keeping with the patient’s needs—consti- 
tutional type and activity considered; the diet must 
be palatably proportional and allow for infinite variety 
and the patient’s likes and dislikes. On the other 
hand, the diet formula should incorporate the various 
elements of the diet according to acceptable scientific 
teaching. The use of a trained dietitian is desirable 
in translating the diet formula into understandable 
and appetizing every day meals, and in most instances 
such planning should not be attempted by the phy- 
sician when a competent dietition is available. 


Adequacy of Diet 


The basic principle of undereating for diabetes is 
still tenable, and its enforcement represents the most 
difficult problem encountered. “Appetite” and not 
body need or “hunger” has usually dictated the pa- 
tient’s eating habits, and this bad habit is hard to 
break. Such can be accomplished by the exertion of 
will power on the part of the patient and by the pro- 
vision of bulk in as adequate a diet as is allowable by 
the physician. 

I would rather have an overfed, controlled, and 
cooperative diabetic patient than an underfed, uncon- 
trolled patient who habitually cheats on his prescribed 
diet and loses all respect for other elements of his 
control regime. This principle is often necessarily 
followed in dealing with those patients in clinic prac- 
tice who, placed on a 1,200 calorie reduction diet, fail 
to lose weight by simply overeating what they con- 


sider to be an inadequate diet. If argument is of no 
avail, it is better to place these patients on main- 
tenance diets and assist them to maintain respect for 
the part of diet in their treatment. This procedure is 
admittedly a compromise with science. 


Actually, in these and other instances the patient 
is not always to blame. Physicians too often are in- 
clined to prescribe inadequate diet formulas and 
would be genuinely surprised to see how little food is 
allowed when their formulas are interpreted into 
meals. Cooperation is frequently encouraged by allow- 
ing the patient to formulate his own diet, or at least 
to feel that he is. This can be accomplished by hav- 
ing him prepare a “What I Eat” chart for several days, 
breaking the food down into its protein-carbohydrate- 
fat formula, and keeping whatever adjustments are 
indicated to a minimum. 


It is to be emphasized again that the nutritional 
needs of the patient should be the principal criterion 
for the diet prescribed and not “whether or not he 
will need insulin.” The patient's welfare is served in 
no way by the creation of an inadequate diet to avoid 
insulin. In fact, there is a growing suspicion that all 
persons affected with diabetes should receive some 
amount of insulin, inasmuch as there is suggestive 
evidence that the substance may contribute more to 
their well being than simply assisting in the metab- 
olism of glucose, and certainly the patient will rarely 
follow a plan involving diet alone. 


Perhaps one of the most reprehensible faults of 
which a physician could be guilty is to minimize the 
significance of diabetes and indicate to the patient 
that his problem may be controlled by simply elimi- 
nating concentrated sweets, and so forth. Such a prac- 
tice is comparable to the expectant “freezing” of an 
acute appendicitis. 


Daily Distribution of Food 


The distribution of food during the twenty-four 
hour period so that its absorption will roughly parallel 
the absorption of insulin is of importance. Table 3 
suggests distribution to accomplish this end and these, 
or comparable ratios, should always be a part of the 
diet prescription. 


If protamine and regular insulin, either separately 
or as a mixture, are used in the morning, a relatively 
greater amount of food may be allowed early in the 
day. 

The best planned diabetic regime involves many 
variables and the result is only a workable approxima- 
tion. This fact has encouraged many workers to be- 
lieve that a carefully measured diet—as contrasted 
with a weighed diet—is satisfactory and more prac- 
tical. Certainly, this is a deserved concession to make 
to the rule-bound patient. The practice of having the 
patient weigh food during the initial control regime 
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and later graduating to a measured diet is com- 
mendable. 


It would seem that to many physicians the prepara- 
tion of the diabetic diet formula presents an unjus- 
tifiable psychologic hazard and too often “artificial,” 
unadaptable, and unapplicable diets are picked at 
random from reference books. This is perhaps be- 
cause the average physician is a poor dietitian. Dia- 
betic diet prescriptions should present no difficulties 
if the few rules laid down in this discussion are fol- 
lowed. 


I am in accord with the thought that the diet for- 
mula should be individualized to each specific patient, 


TABLE 3.—Suggested Distribution of Insulin and 
Food Intake So That Absorption Will 
Be Roughly Parallel. 





Break- Mid-after- Bed- 
fast Lunch noon Supper time 
Protamine zinc insulin 
anes (A. Bj 1/5 2/5 2/5 
or 
2/10 2/10 1/10 4/10 1/10 
Globin (A. M.) insulin 2/10 4/10 1/10 3/10 








for theoretically no two persons have the same food 
requirements. However, simplification without loss 
of accuracy has, I believe, been accomplished by a 
standard set of diets used successfully in the Diabetic 
Clinic of Parkland Hospital for some years. It will be 
noted in table 4 that diabetic patients are divided into 
groups according to age and subdivided according to 


TABLE 4.—Basic Diabetic Diets Based on Age and 








Weight.* 
Calories Grams 
pata 
Die Approx- Pro- Carbohy- 
Age Group No. Weight imate Actual tein drate Fat 
Juvenile 1 Under 3,000 2,997 110 250 173 
5-11 years 2 Normal = 2,400 2,405 110 250 107 
3 Over 1,500 1,500 110 175 40 
Adolescent 4 Under 3,200 3,202 125 250 188 
12-19 years 5 Normal 2,800 2,797 125 250 133 
6 Over 1,600 1,660 125 250 40 
Young adult 7 Under 2,800 2,796 100 250 144 
20-39 years 8 Normal 2,500 2,498 100 250 122 
9 Over 1,500 1,520 90 200 40 
Middle age 10 Under 2,500 2,499 80 250 131 
40-55 years 11 Normal = 2,300 2,296 70 225 124 
12 Over 1,500 1,498 70 200 47 
Senile 13 Under 2,500 2,496 70 250 156 
55+ years 14 Normal 2,000 1,999 70 225 91 
15 Over 1,400 1,394 70 175 46 








*Calories estimated for normal weight persons of moderate 
activity apply to the male; for the female reduce calories ap- 
proximately 10 per cent. These basic diets may be altered by 
adding or subtracting any of the elements. A diet may, therefore, 


-_ Diabetic Diet No. 5 minus F 25, if the fat is to be reduced 
m. 


state of nutrition, the average for each group being 
used in outlining the formula. The constituents of the 
diet adhere to a middle of the road version of present 
day concepts. The caloric allowance for maintenance 
diets is approximately 10 per cent below the normal 
for moderate activity in men; protein and carbohy- 
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drate are rather fixed quantities, and fat is the variable 
and easily changed factor if caloric alteration is indi- 
cated. The rather high fat of the diets for the middle 
age and senile groups is to be discouraged and is 
practically never necessary as most patients of these 
groups are overnourished. This outline is presented 
here to indicate at least one version of presently ac- 
ceptable diets. 


SUMMARY 


1. Milestones in the evolution of the diabetic diet 
are reviewed. 


2. The continued importance of a scientifically 
controlled regulation of food in addition to supple- 
mental insulin is emphasized. 


3. The nutritional needs of normal and diabetic 
persons are outlined and contrasted. 


4. Adequate feeding, with certain limitations, for 
the diabetic patient is encouraged, and more care in 
the preparation of the diet formula is emphasized. 


5. A table of basic diabetic diet formulas, based on 
age and weight, is offered as being representative of 
present trends and applicable to most patients. 


3622 Fairmount. 


ABSTRACT OF DISCUSSION 


Dr. JAMES A. GREENE, Houston: Diet is the basic prin- 
ciple in the treatment of diabetes mellitus. The prescribed 
diet should be adequate in every respect. If the patient can 
utilize the potential dextrose in the diet, insulin therapy is 
not required. If the utilization of dextrose is less than that 
contained in the diet, insulin is required in doses to permit 
utilization of the dextrose in the prescribed diet. The type 
of diet is still debatable. Most physicians are using diets with 
a higher carbohydrate content than they did a few years ago. 
The low-carbohydrate, high-fat school of thought has been 
losing ground. Many of us, however, are not ready to accept 
the higher carbohydrate diets without some reservations. 


I have tried to take a “middle of the road’’ attitude and 
prescribe a moderate carbohydrate intake. I have used 1 Gm. 
of protein, 2 Gm. of carbohydrate, and 2 Gm. of fat per 
kilogram of body weight as the basic pattern for diets for 
adults. As a rule, three basic diets are adequate and can be 
easily modified to suit the individual requirements. They 
consist of the following: diet 1—60 Gm. of protein, 120 
Gm. of fat, and 120 Gm. of carbohydrate; diet 2—70 Gm. 
of protein, 140 Gm. of fat, and 140 Gm. of. carbohydrate; 
diet 3—80 Gm. of protein, 160 Gm. of fat, and 160 Gm. of 
carbohydrate. 


The distribution of the potential dextrose varies. Many 
physicians prescribe one-fifth for breakfast and two-fifths 
each for lunch and dinner. There is some evidence, however, 
to indicate that a one-third distribution for each meal is 
preferable. As a matter of fact, I prefer the one-third dis- 
tribution of potential dextrose for each meal. With such a 
distribution, my patients with diabetes have been more easily 
controlled with less insulin. Studies in the metabolic cham- 
ber have shown that they oxidize approximately 55 to 60 
per cent of the carbohydrate ingested at breakfast, and they 
apparently store the remainder. During the night they have 
oxidized dextrose from the body stores, and a part of that 
ingested at breakfast goes to make up such a depletion. 











































































































































































































































































































































































VARIATIONS 
OF 


J. MELVIN BOYKIN,* 


In 1938 Bloomfield reported 41 cases 
of cirrhosis of the liver, in which he attributed the 
onset in 5 to a prior attack of acute hepatitis. Four 
gave histories of acute hepatitis from eight to twenty- 
seven years prior. The evidence in 1 case was based on 
autopsy findings. In 2 additional cases there was evi- 
dence of latent hepatitis without symptoms until the 
terminal episode of cirrhosis. 


Altschule and Gilligan! in 1944 reported a study 
of 36 persons who had had attacks of catarrhal jaun- 
dice from one to twenty-five years previously. They 
found 9 to have a hyperbilirubinemia. Seven of the 9 
had icteric sclerae, and 4 had palpable livers. 


Kunkel, Labby, and Hoagland,’ reporting on 350 
cases of acute infectious hepatitis, found 17 per cent 
(60 cases) showing abnormal convalescence. Forty- 
seven were simple relapses followed by recovery. 
Two were relapses with transition to chronic hepa- 
titis. Eleven were chronic hepatitis, as indicated by 
liver function tests. The same authors cited 2 cases 
with the clinical picture of cirrhosis of the liver 
occurring in ex-service men who had had acute in- 
fectious hepatitis four years prior. Capps, Sborov, and 
Barker * found that 10 per cent of acute cases of 
infectious hepatitis progressed to so-called chronic 
hepatitis. 

It is well established that acute hepatitis may occur 
without icterus or obvious symptoms. Such cases 
may recover unnoticed or proceed with varying de- 
grees of rapidity to chronic hepatitis with or without 
icterus. Barker? and his group expressed the belief 
that nonicteric infectious hepatitis is as frequent as 
those cases with icterus. 


Types of McCloskey Cases 


A recent review of the cases of hepatogenous liver 
disease at McCloskey Veterans Administration Hos- 
pital between June 4, 1946, and January 15, 1948, 





* Assistant Chief, General Medical Service, McCloskey Veterans Ad- 
ministration Hospital. 

Published with permission of the Chief Medical Director, Depart- 
ment of Medicine and Surgery, Veterans Administration, who assumes 
no responsibility for the opinions expressed or conclusions drawn by 
the author. 

Read before the Section on Medicine, State Medical Association of 
Texas, Annual Session, Houston, April 27, 1948. 





Case Reports 





IN COURSE AND MANAGEMENT 
INFECTIOUS HEPATITIS 


M.D., Temple, Texas 


indicates that there have been 12 cases of acute in- 
fectious hepatitis, 6 cases of subacute or chronic 
hepatitis, and 7 cases of cirrhosis of the liver. Of the 
6 patients with chronic hepatitis, 4 gave histories of 
acute hepatitis while in the military service in 1944 
or 1945. None of the cases of cirrhosis of the liver 
was definitely traceable to acute hepatitis. 


Variations in the course of hepatitis were well 
stated by Bloomfield* to be as follows: (1) acute 
hepatitis progressing rapidly to death; (2) acute 
hepatitis with recovery; (3) acute hepatitis with ap- 
parent recovery but actually with transition to the 
late stage, with or without remissions, which eventu- 
ates in advanced cirrhosis; and (4) hepatitis latent 
from the start until advanced liver insufficiency 
supervenes. 


Three cases from our files are presented as ex- 
amples of the first, second, and third variations. 


CASE REPORTS 


CASE 1.—A 19 year old male veteran was in an automo- 
bile accident. He received 2 units of plasma in a civilian 
hospital and made an uneventful recovery. A little more 
than two months later, he developed fever followed by 
headaches and a slight sore throat for which he received 
penicillin and “sulfa.” He became increasingly restless, could 
not sleep, and developed nausea and vomiting. 

Five days after onset of symptoms, he was admitted to 
the hospital with high fever, rapid pulse, extreme restless- 
ness, and delirium. No history was obtainable on admission. 
No jaundice was evident and his condition suggested a 
possible septicemia or a meningitis. After intravenous 
sodium amytal had sufficiently quieted the patient, a lumbar 
tap was done and the fluid was found negative. The white 
blood count was 14,000. Blood and spinal fluid cultures 
later were negative. The patient was put on penicillin and 
parenteral fluids. He remained comatose through the night 
and never regained consciousness. 

The next morning jaundice was evident, the liver was 
palpable, the icterus index was 83 units, and the cephalin 
flocculation test was 4 plus. By this time the history, as 
cited above, had been obtained from the family. This made 
the diagnosis of homologous serum hepatitis evident. The 
patient died twenty-eight hours after admission and the 
autopsy findings confirmed the diagnosis. 


CASE 2.—This patient was a 55 year old ward attendant 
in this hospital who had cared for another patient with in- 
fectious hepatitis. Two weeks prior to admission, the patient 
began to have a loss of appetite; later he became nauseated 
and began to vomit. He had experienced chilly sensations 
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but had no chills or known fever. His family doctor gave 
him a tonic. A few days before admission he became jaun- 
diced, and he noted that his stools were light. 

He was admitted to the hospital on June 6, 1947. Phys- 
ical examination was essentially negative except for marked 
jaundice and a palpable, tender liver. The icterus index 
was 66.6 units; van den Bergh tests showed a positive direct 
reaction and 1.0 mg. per 100 cc. by indirect reaction. The 
urine contained urobilinogen and the cephalin flocculation 
test was 4 plus. He was put at strict bed rest; given a 
hepatitis diet supplemented by vitamins; and given choline 
and methionine, 3 Gm. of each daily. After a few days the 
icterus index had risen to 123 units, and the van den Bergh 
test showed a direct positive reaction and an indirect reaction 
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October 20, the cephalin flocculation test was 3 plus and the 
bromsulfalein test showed 10 per cent retention after thirty 
minutes. A cholecystogram was normal. 


Treatment consisted of bed rest, a high protein, moderate 
carbohydrate diet of 2,000 calories (the total calories being 
reduced because of overweight) with supplemental vitamins 
and methionine and choline. The patient showed some im- 
provement, but the liver function was still definitely im- 
paired with 3 plus cephalin flocculation and 10 per cent 
retention of bromsulfalein. Personal circumstances prevented 
further hospital treatment of this patient and she had to be 
discharged for further care at home. She was advised as to 
the gravity of the situation and instructed to continue the 
treatment of bed rest and proper diet. She is to return later 
for further observation. The prognosis in this case is poor. 


Such observations as the aforementioned have 
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FiG. 1. Graphs showing comparison of cases of infectious hepatitis reported by Capps and Barker and at McCloskey Hospital with respect 
to the number of patients remaining hospitalized and with respect to the persistence of hyperbilirubinemia. 


of 10.0 mg. After this the patient showed gradual improve- 
ment. Two months later, icterus, van den Bergh, and cephalin 
flocculation reactions were normal; the liver was not pal- 
pable or tender; and he had no symptoms. He was allowed 
a ten day pass. On his return, he was checked as to symptoms, 
physical findings, and liver function, and all were found 
normal. He was discharged. 


CASE 3.—This 23 year old white woman was admitted 
to the hospital September 3, 1947. In 1945 she had chills 
and fever, followed by jaundice, light stools, and dark urine. 
She was admitted to an Army General Hospital and treated 
for infectious hepatitis. She remained jaundiced for from 
three to four months, but the condition finally cleared and 
she was given a medical discharge. She felt fairly well 
until October, 1946, when she developed a feeling of 
nervousness and chronic fatigue, followed by jaundice, light 
colored stools, and dark urine. She was admitted to a hos- 
pital and treated for hepatitis. She improved and was dis- 
charged in five weeks. She felt well until three months 
previous to admission to this hospital, when she again be- 
came extremely fatigued and nervous. Upon her admission 
physical examination revealed a moderately obese, white 
woman in no acute distress. The sclerae were slightly icteric; 
the abdomen was not tender; the liver was not palpable, 
but the spleen was questionably palpable. Otherwise, the 
physical findings were negative. The icteric index was 16 
units. The cephalin flocculation test was 3 plus. Blood 
cholesterol and serum protein determinations were normal. 
On October 10, 1947, the icteric index was 17 units; the 
cephalin flocculation test was 4 plus; and the bromsulfalein 
test showed 30 per cent retention after thirty minutes. On 


JANUARY 1949 


brought a realization that infectious hepatitis may 
lead to more serious consequences than were formerly 
realized, and they lend emphasis to the importance of 
proper management. 


PRINCIPLES OF TREATMENT 


Three fundamental principles of treatment seem 
fairly well established: (1) bed rest, (2) diet, and 
(3) avoidance of further injury to the liver. 


Capps and Barker and their coworkers *»+ have 
demonstrated amply the value of rest, which is shown 
graphically in figure 1. 

In recent years, the emphasis has shifted from car- 
bohydrates to proteins as the dietary factor of im- 
portance in liver disease. The experimental basis for 
this is firmly established in the works of Goldsmith, 
Vors, and Redvin'® and Miller and Whipple.’® The 
clinical evidence of the value of a high protein diet is 
so convincing that it is a generally accepted principle. 
The value of methionine and choline seems still un- 
settled. The experimental works of Gyorgy" and 
Fagin ® and the clinical results reported by Eddy *:* 
and others seem to justify their use. However, in the 
experience of such workers as Hoagland and Shanks '* 
and Capps and Barker,* the use of supplements of 
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methionine and choline shows no clear-cut superiority 
over protein rich diets without these supplements. 
Recent comparative experimental studies ® ** 17 in 
man and animals indicate a species difference in re- 
quirements for methionine and cystine, animal re- 
quirements being much greater, presumably because 
of a greater need for cystine in building hair. 


The avoidance of further damage to an already 
injured liver by the use of certain common thera- 


peutic agents is so self-evident that it warrants only 
mention. 


In figure 1, a comparison of results at McCloskey 
Hospital with those of Capps and Barker? is shown. 
We have had no case with disappearance of hyper- 
bilirubinemia in less than two weeks. Our cases aver- 
age a period of two weeks with symptoms prior to 
admission, whereas in military service it is likely 
they received hospitalization earlier. If hospitalization 
had occurred at the onset of symptoms, the results 
might have been improved. The age group in our 
cases is also higher, because of several World War I 
veterans. In these older patients, symptoms and icterus 
are generally more prolonged. We have had no case 
with persistent hyperbilirubinemia longer than eight 
weeks. The period of hospitalization in our group 
compares favorably with their best results. 


Management at McCloskey 


Our management has conformed largely to the 
fundamental principles that have been outlined. We 
prescribe bed rest until the symptoms have subsided 
and the physical findings and liver function tests have 
returned to normal. At this time, ambulation is be- 
gun. If the patient has no return of symptoms and the 
icterus index and liver function tests remain normal, 
in most cases we then grant a ten day to two week 
therapeutic leave, after which the patient returns and 
is rechecked from a physical and laboratory stand- 
point. If he has no symptoms or physical signs of the 


disease and the liver function is found normal, he is 
discharged. 


Our hepatitis diet consists of protein, 150 to 200 
Gm.; carbohydrate, 300 to 400 Gm.; and fats, ap- 
proximately 75 to 100 Gm. This is accomplished 
by appropriate between-meal feedings. If the patient 
is nauseated and cannot tolerate food by mouth, we 
resort to tube feeding or the parenteral route, and 
frequently both. Vitamins are given in all cases, 
usually in the form of multivitamins, intravenously 
or orally. We have used methionine and choline in 
several cases, but no conclusions can be drawn from 
so small a number of cases. 


SUMMARY 


1. The various courses that acute infectious hepa- 
titis may take have been presented, with emphasis on 
the latent and chronic manifestations. 


2. The basic principles of treatment have been 
presented with the evidence for the rationale of such 
treatment. 


3. The results of our management in 11 cases of 
acute infectious hepatitis have been compared with 
those of Capps and Barker and the various steps in 
our treatment outlined. 
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ABSTRACT OF DISCUSSION 


Dr. JAMES W. RAINER, Odessa: Dr. Boykin has pre- 
sented an excellent report and interpretation of a subject 
that has been of major importance during and following 
almost every major war since the time of Napoleon’s African 
campaigns. However, not until the recent World War II 
has there been sufficient study of the variations in the course 
of infectious hepatitis to reveal evidence of progressive 
changes leading to a condition of cirrhosis of the liver. It 
is not universally accepted that there is a direct progressive 
change from the pathologic condition of infectious hepatitis 
to the irreversible pathologic condition of cirrHosis of the 
liver. However, the evidence of progressive changes to the 
chronic hepatitis state in an increasing number of cases is 
sufficient to warrant the most persistent treatment. 
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I believe that too little consideration is given to the non- 
icteric infectious hepatitis, which may have repeated un- 
recognized recurrences that will lead to the pathologic state 
of chronic hepatitis. Suspicious clinical cases certainly war- 
rant the use of the more commonly available laboratory 
determinations such as the bromsulfalein retention test, 
plasma bilirubin determination, Hanger’s method of cepha- 
lin flocculation, and the Ehrlich reaction for urobilino- 
genuria, which is useful in the nonicteric hepatitis and 
early preicteric stages. It is generally believed that no one 


Strictures of the common duct 
may be congenital or acquired. Among the former, 
strictures secondary to common duct cysts are rare. 
More common is an atresia in the newborn infant 
amounting to generalized stricture. In a few instances 
it involves only the distal segment of the duct and 
can be repaired. In most cases, however, so much of 
the central duct system is atresic that it is impossible 
to establish biliary drainage at the liver porta by 
any means now at hand. 

Acquired strictures are more often benign than 
malignant, since neoplasm of the duct is unusual. In 
more common neoplasms of contiguous structures, 
notably in the head of the pancreas or at the ampulla 
of Vater, excision may entail loss of duct substance 
and thus pose reparative problems similar to those of 
stricture. However, it is proposed in this paper to 
stress benign scarring rather than malignant lesions. 


BENIGN STRICTURES 


Benign strictures arise from a variety of causes. 
One of the most important is a local ulceration in 
the duct as the result of trauma by a stone. The prac- 
tice of early cholecystectomy in cholelithiasis serves 
as a preventive in that it decreases the incidence of 
stones passing from the gallbladder into the common 
duct. Particular care during operation not to overlook 
silent stones in the common duct also minimizes the 
chance for long impaction leading to ulceration and 
stricture. It is said that in the absence of stone in- 
fection occasionally causes such severe choledochitis 
that stricture results. Without doubt severe inflam- 
mation in the head of the pancreas can lead to ob- 
literation of a part of the duct, as can posterior pene- 
tration of a duodenal ulcer. Again, the preventive lies 
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test should be relied upon too strongly, but that composite 
studies are most likely to reveal the actual liver injury or 
disease. 

The use of the exercise tolerance procedures in determin- 


ing the actual state of recovery should be adapted to clinical 
as well as hospital use. 

The fact that a high protein, low fat diet has been advo- 
cated as sufficient in the control of liver damage should not 
lead to restriction of the use of the methionine or amino 
acid preparations and the multivitamins. The anorexia, 
nausea, and vomiting so often seen in the first weeks of 
infectious hepatitis will certainly leave these patients in need 
of such available supplementary measures. 


Christi, 


Texas, 
Texas 


in early relief of these causative lesions, and such 
relief often must be surgical. In all these instances 
surgical neglect of biliary disease or of disease of 
adjacent organs will increase the incidence of de- 
plorable complication such as stricture. 


On the other hand there is little doubt that most 
common duct strictures result from surgeons’ sins of 
commission rather than sins of omission. It is esti- 
mated on careful study that from 70 to 90 per cent 
of common duct strictures are caused by operative 
injury. Operative damage to the common duct occurs 
in various ways. The performance of choledochostomy 
itself can lead to stricture. The surgeon must avoid 
a transverse opening into the common duct if at all 
possible. Longitudinal openings heal with little con- 
striction of the lumen. Sutures placed to close the 
duct must combine small needles with fine suture 
material with minimal bites near the edges of the 
opening. If the margins must be grasped, they should 
be grasped gently. Since a drain will be used it is 
better to leave the common duct partly open than to 
close it in an injurious fashion. 


Injury to Duct 


Injury to the duct during removal of the gallbladder 
is a commoner occurrence than during choledochos- 
tomy. The surgeon must keep in mind the frequent 
deviations from the normal anatomic pattern. Anom- 
alous arrangements are common. Moreover, adhesions 
resulting from disease may greatly distort a pattern 
which otherwise would be standard. Two pitfalls ex- 
plain most common duct injuries: (1) An anomaly 
or a distortion of the manner in which the cystic 
duct enters the common duct deceives the operator 
to the extent that he clamps or ligates or severs the 
common duct or an elbow of it thinking that he is 
dealing only with the cystic duct. (2) An anomalous 
arterial arrangement or an accident in dealing with 
normal arteries leads to hemorrhage, and the common 
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duct is injured in the attempt to control hemorrhage. 
Both pitfalls can be avoided if the operator adheres 
strictly to three sound principles: 

1. The cystic duct and its junction with the com- 
mon duct must be visualized by gentle blunt dissec- 
tion; nothing in this region should be clamped or 
tied or cut until the operator is certain that it is the 
proper structure. 

2. The cystic artery should not be tied until dis- 
section demonstrates that the vessel in question is 
terminating in the gallbladder and is not the right 
hepatic parent of the cystic artery. 

3. When hemorrhage does occur during cholecys- 
tectomy, the operator must have in mind that cystic 
artery hemorrhage is actually small hemorrhage even 
though it may appear alarming as blood fills up a 
narrow fossa. A bleeding cystic artery never justifies 
blind clamping in a pool of blood either by the oper- 
ator or by his assistant. The surgeon can well spend 
a-minute or two laying a sponge over the bleeding 
vessel and stepping back from the table to wash his 
gloves or otherwise to collect his wits. Then, with suc- 
tion aiding in exposure, the bleeding point should be 
secured carefully and deliberately only after the bleed- 
ing point is well visualized. It will rarely be necessary 
to compress the hepatic pedicle between the thumb 
anteriorly and the index finger thrust through the 
foramen of Winslow posteriorly. In this maneuver 
the operator’s hand is in the way if he expects to 
secure the bleeder under direct vision. 

In summary, almost all common duct injuries re- 
sult from unnecessary haste at operation. Unhurried 
and deliberate dissection of the structures in this field 
will serve to avoid the mistakes which lead to stric- 
ture. 


RESTORATION OF CONTINUITY 


Satisfactory restoration of biliary drainage into the 
intestine in cases of injured common duct has always 
been one of the most difficult surgical operations. 
Identification of the duct remnants requires deep dis- 
section in a field of dense adhesions, which is time 
consuming and laborious. Because of the proximity 
of such critical structures as hepatic artery and portal 
vein, the surgeon must also be confident and brave. 
Few surgeons acquire any great experience with 
these cases, and the end results so often have been 
disappointing that many surgeons have not desired 
additional experience. 


Complications 


Traditionally two complications have been the bug- 
bears which have plagued common duct restoration. 
(1) A circle of scar tissue at the new operative junc- 
tion poses a constant invitation to recurrent stricture. 









(2) If the opening is purposely made larger to com- 
pensate for this threat, regurgitation of the intestinal 
contents into the biliary tree may cause a stubborn 
cholangitis. Constant jaundice with high fever and 
chills terminating in cirrhosis or liver suppuration 
has resulted frequently. It is often said that few 
surgical mistakes lead to such ruinous consequences 
as Operative injury to the common duct of the gall- 
bladder patient. 

The easiest escape in biliary-intestinal obstruction 
is to anastomose the gallbladder to the gastro-intes- 
tinal canal. Ladd has found this procedure to be rather 
well tolerated in the few infants with atresia limited 
to the distal common duct, and it has long served for 
palliation of jaundice in adults with inoperable car- 
cinoma of the head of the pancreas. The gallbladder 
can be anastomosed to the stomach, duodenum, or 
jejunum. However, in such anastomoses gross re- 
gurgitation may occur. The method is only of casual 
interest in dealing with traumatic strictures as in 
almost all such cases the gallbladder is absent, having 
previously been removed. The problem in the usual 
stricture Case is to restore a channel which will re- 
main patent and will avoid reflux using only the 
common-duct remnants. The anastomosis should be 
watertight and free of tension while designed to avoid 
the two long range complications. 


REPAIR OF DUCT DEFECTS 


The type of repair selected in any given case will 
depend in part upon the structures available for 
anastomosis. Cole classified the traumatic duct defects 
into the following four groups: 

1. Group A, representing local strictures or absence 
of a short segment, comprises only 10 per cent of 
cases. Most writers agree that when this defect exists 
the operation of choice is to excise the strictured 
zone and reunite the ends so as to reestablish bile 
flow through the regular channel, thus preserving the 
use of the sphincter of Oddi at the ampulla of Vater. 

This ampullary sphincter function is apparently the 
most effective mechanism possible for preventing 
reflux of intestinal contents into the biliary tree. The 
disadvantage of such repair is that recurrent stricture 
frequently follows at the anastomosis site. Some be- 
lieve that this occurs less frequently if one places a 
permanent tube in the lumen of the duct, the tube 
extending down through the sphincter of Oddi into 
the duodenum. However, this eliminates all sphincter 
control at the ampulla of Vater, and, furthermore, 
such tubes may actually become obstructed by the 
encrustation of salts. 

Various kinds of shorter, rigid tubes, as of plastics 
and alloys, have been employed at the site of junction 
to resist scar-tissue contraction. Pearse has had fair 
success using a vitallium tube provided with a flange 
to anchor the tube in place so that it will not be 
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passed into the intestine. However, in many cases the 
tube does pass and stricture recurs. Consequently one 
can question the principle of using rigid indwelling 
tubes to resist by force the tendency of scar tissue to 
contract, particularly if any satisfactory alternative can 
be found. : 

2. Group B represents the absence or stricture of 
the terminal part of the common duct. This lesion is 
uncommon. Anastomosis of the central portion of 
the duct to the duodenum is usually recommended, 
but this method has failed in many instances where 
there has been any tension upon the duct. Recurring 
stricture or ascending infection has followed in a fair 
proportion of such cases. However, Zinninger has just 
reported that he still favors this method and has re- 
turned to the use of a rubber catheter in preference 
to a vitallium tube. 

3. Absence or stricture of the central portion of 
the duct, Cole’s group C, is common and presents a 
difficult problem. The lower end of the duct may be 
extremely hard to find, and when found the gap in 
the duct is often too wide to bridge. 

4. If the gap in the duct is too wide to bridge, most 
cases fall into Cole’s group D, as also do most patients 
who have had previous unsuccessful attempts at re- 
pair. A small, dilated stump at the porta of the liver 
is all that can be identified in this group. Approxi- 
mately half of the patients encountered fall into this 
classification. Any attempts to lift the mobilized duo- 
denum into the liver porta so that this short stump can 
be led into it means that much of the weight of the 
duodenum and antrum must be supported by sutures 
into the liver capsule. Whenever these sutures cut 
free or dissolve, the pull is transferred to the stump 
of the duct and difficulty is almost certain to follow. 
For this reason alone there is advantage in the use of 
a loop of the more mobile jejunum. __ 

Cole described the use of such a loop of jejunum 
brought up behind or in front of the colon with an 
indwelling vitallium tube and with side-to-side anas- 
tomosis between the proximal and distal limbs of the 
loop. This entero-enterostomy diminishes the ten- 
dency for jejunal contents to enter the biliary tree, 
and Cole further discouraged such reflux by construct- 
ing obstacles in the lumen of the proximal limb to 
prevent the contents ascending the limb and entering 
the hepatic duct. These obstacles or baffles may be 


true valves or simply valve-like folds. Their effective- 
ness is difficult to determine. 


Y-Limb Repair 


Another method which has been used to isolate 
the duct-stump from the intestinal stream has been 
an application of the Y-limb or single-arm principle 
which Roux favored some decades ago to eliminate 
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stasis and reflux in gastro-enterostomy. Roux divided 
the jejunum and used the distal end for end-to-side 
anastomosis of the distal limb with the stomach, the 
proximal end then being led into the side of the distal 
limb. Hence the “Y.” Allen has had good results 
adapting this method to biliary anastomosis and it 
seems to us to have many technical advantages. If the 
jejunum is severed 2 feet below the ligament of 
Treitz and the proximal end is implanted into the 
side of the distal limb 2 feet below this division, the 
distal limb provides a lax, single arm which can be 
brought up loosely anterior to the colon to take a 
tortuous course to the liver porta. The duct opening 
is 2 feet from the intestinal stream and there should 
be less likelihood of intestinal contents being forced 
into the duct system, particularly since peristalsis is 
in the direction away from the liver. Valves can be 
constructed in this arm as an added safeguard if the 
surgeon wishes. 


Because of the laxity of this relatively empty in- 
testinal arm, little weight is borne by the attachment 
to the porta. This attachment, as described by Allen, 
is accomplished by invaginating the tip of the loop 
and suturing the rounded margins to the scarred liver 
surface about the opening of the bile sinus. The 
serosa-to-serosa contact gives watertight union almost 
immediately. The large or bell end of a soft rubber 
catheter is anchored into the bile sinus and this 
catheter is led down the lumen of the loop a short 
distance and then out through its side and through 
the overlying abdominal wall to serve as a temporary 
dochostomy. A side opening cut in that part of the 
catheter which lies in the lumen allows bile also to 
pass into the intestine. Minimal anchorage of the soft 
rubber catheter at the porta should incite littie re- 
action to produce scar tissue with recurrent stricture 
at the liver sinus. 

In the belief that this exact method appears to 
have great advantages and few disadvantages, we 
tried it upon a case in March, 1947, and for many 
months had a satisfying result. 


CASE REPORT 


The patient, a white woman of 23 years, underwent 
cholecystectomy elsewhere in July, 1945. Large amounts of 
bile drained from the wound for the following eight months. 
The family was told that the cystic duct had been cut too 
close and the common duct damaged. In March, 1946, the 
bile drainage from the wound ceased and the patient at once 
developed intense jaundice. She was taken to an eastern 
clinic, where in May, 1946, an exploration was performed. 
At this operation a stricture 2 cm. in length was found .at 
the junction of the hepatic and common ducts. As the ducts 
proximal and distal to the stricture were found to be patent, 
the stricture was excised and the two patent ends anasto- 
mosed over a straight tube of bouncing clay. However, 
following operation a bile fistula developed and the family 
was told another operation would be necessary. 

The fistula closed after four months but only transient 
episodes of mild jaundice resulted until February, 1947, 
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when the patient became deeply jaundiced and remained so, 
running a febrile course. She was brought to the John Sealy 
Hospital where she was re-explored on March 24, 1947. 
At this time her icterus index was 77, cephalin flocculation 
4 plus in twenty-four hours, and prothrombin time 58 per 
cent normal. In a mass of inflammatory tissue no remnant 
of ducts or of clay tube could be found. However, a free 
flow of bile was obtained by deliberate incision into the 
hepatic porta where a bile sinus approximately 1 cm. in 
diameter was located. After dividing the jejunum 2 feet 
below the ligament of Treitz, the loose distal limb was 
brought up anterior to the colon. The bell end of a no. 16 
soft rubber catheter was anchored within the bile sinus by 
fine chromic catgut and the small end of the catheter was 
brought down the jejunal lumen for several inches and out 
through the wall and through the abdominal wall to serve 
as a mold and as a bile drain. The cut end of the jejunum 
was inverted around the catheter and sutured to the liver 
capsule about the bile sinus. Three folds or baffle valves 
were constructed in this jejunal limb. Two feet down this 
limb the proximal loop was led into it by end-to-side 


anastomosis. A cigaret drain was placed in Morrison’s pouch 
and led out the wound. 


The postoperative course was favorable. The cigaret drain 
was removed on the seventh day and the catheter on the 
sixteenth day, in line with our policy of removing common 
duct tubes early when at all practicable. At this time the 
icterus index had fallen to 23. units. There has been no 
drainage from the wound since that time. Six months after 
operation there was one attack of mild cholangitis with 
barely perceptible jaundice, but this cleared up in a few days. 
Otherwise for ten months the result of the operation seemed 
ideal. 

At the moment, however, thirteen months after this 
operation, the patient is again in trouble. During the past 
three months there has been a progressive return of jaundice. 
The extent of infection and cholangitis we do not know, as 
the patient is at a farm home in a distant part of the state 
and has not yet returned to the hospital for study. She is 
extremely reluctant to undergo further surgery. On the 
other hand her husband asks if we cannot help her by pur- 
posely creating an external biliary fistula from the liver 
porta. Until we have had her back for hospital study we 
cannot assess her condition. An advancing biliary cirrhosis 
may be an important factor in the recurrence of jaundice, 
or the jaundice may be due chiefly to stricture at the liver 
porta or to regurgitation and ascending infection.* 


In this patient it appears that the indwelling rigid 
tube and the Allen adaptation of the Roux Y-limb 
with a temporary soft rubber catheter have both 
failed. In other words, the patient presents an all too 
frequent result when the common duct has been ex- 
tensively damaged. At the moment we are naturally 
impressed with the saying that once stricture occurs 
its satisfactory repair may prove almost impossible. 

To isolate the anastomosis from the intestinal 
stream through use of a Roux arm of jejunum is at- 
tractive theoretically. Practically it needs additional 
study. Cole expressed the belief that to prevent re- 


* AUTHORS’ NOTE: A follow-up of this case in January, 1949, 
showed that the attack of jaundice referred to subsided spontaneously 
and there has been no further surgery. The patient continues to do 
fairly well although there are occasional episodes of mild jaundice. 


Gynec. & Obst. 77: 126-129 ( Aug.) 


gurgitation and ascending infection any intestinal 
arm less than 2 feet in length must be supplied with 
valves or baffles. In this instance the arm was 2 feet 
long and in addition we constructed three baffles. 
Perhaps the arm should be still longer. This and 
various allied problems we hope to put to laboratory 
study. However, one important conclusion about com- 
mon duct stricture is certain: the most important 
consideration is to avoid injuring the common duct 
when performing biliary surgery. 
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ABSTRACT OF DISCUSSION 


Dr. L. L. D. TUTTLE, Houston: There are few tragic 
conditions or complications in a surgeon’s life more ag- 
gravating and provoking than injury to the bile ducts. This 
emphasizes the essayists’ point that surgical accidents to the 
biliary system are the main reason for perfecting such opera- 
tive technique as they described. 

Injury to the arterial system about the hiatus of the liver 
is usually considered with bile duct injury—often either one 
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of these may be better visualized at surgery if the surgeon is 
willing to admit that dissection from the fundus toward the 
ducts will give a better view. (Why it is usually considered 
necessary to have the cystic duct divided as a first step, I do 
not know.) Anomalies can be picked up and there will be 
fewer peculiar deaths which may be a result of ligation of 
the right hepatic artery with resulting necrosis of the same 
lobe. I would emphasize making every effort to prevent the 
accident. 

In addition it may be well to remark about the immediate 
repair. There are mainly two types of injury. In one the 
damage will be recognized. There will be spilling of bile 
immediately or, in some instances, forty-eight hours later. 


GEORGE W. SALMON, 


Cysr IC fibrosis of the pancreas is 
of congenital origin and undetermined etiology. It 
is characterized by a deficiency in the exocrine secre- 
tions of the pancreas and by profound pulmonary 
disease. These in turn are responsible for the charac- 
teristic clinical triad of failure to thrive, passage of 
foul, bulky stools, and recurring or constant respira- 
tory tract infection. 


There are several theories as to the etiology of this 
disease, for example, vitamin A deficiency, virus 
agent, heredity, maternal dietary deficiency, and intra- 
uterine infection. Farber,* employing prolonged use 
of mecholyl and pilocarpine, has produced a clinical 
and histologic picture similar to cystic fibrosis in 
kittens. This latter is supposedly due to the produc- 
tion of a thick tenacious pancreatic secretion by vagal 
‘stimulation. The disease occurs throughout the United 
States, Europe, and Asia. There are no racial limita- 
tions, and the incidence is about the same in both 
sexes. According to Andersen,’ the disease is in- 
herited as a mendelian recessive trait. Consanguinity 
does not seem to be a factor. 


Pathologic Lesions 


The pathologic lesions most frequently found are 
those of the pancreas, lungs, liver, and intestines, al- 
though mucus-secreting glands of the entire body 
are affected. Grossly the pancteas is thinner, smaller, 
and more firm than the normal. The ducts and acini 
of the pancreas are filled and dilated with inspissated 
secretion (the fundamental difficulty seems to be the 
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In a second type of injury, the patient may do well for 
weeks, only to become jaundiced and have chills. 

If possible, a tube should be repaired immediately. In the 
event this cannot be done, sufficient drainage should be 
assured and repair done later. 

In the repair (1) the lumen must remain patent; (2) 
the scar must not reform; (3) in using any part of the 
gastro-intestinal tract isoperistalsis must persist; (4) water- 
tight closure must be had; and (5) it is better to use a 
tube for awhile. 


Eliot made a comprehensive study of this subject and 


accredited W. J. Mayo with the first successful hepato- 
duodenostomy. 


The secret of the principle presented here in repair is 
the drainage of gastro-intestinal content away from the liver 
in the hope that there will be less infection. 


and 
M.D., Houston, Texas 

production of an abnormal secretion by these pan- 
creatic acini). There is replacement of glandular 
tissue and resultant fibrosis. An example of these 
changes is illustrated in figure 1, above. The islands 
of Langerhans are normal. The early findings in the 
lungs are either emphysema or atelectasis, depending 
upon the degree of blocking of the bronchi by the 
thick, heavy mucus. This is followed by bronchiec- 
tasis (figure 1, below), scattered areas of broncho- 
pneumonia, and finally by chronic interstitial pneu- 
monia. The absence of the thin mucus normally pres- 
ent diminishes ciliary action in the bronchi and pre- 
disposes to infection. Hemolytic staphylococcus au- 
reus is almost without exception the infection agent. 
Pulmonary infection is also aided by the poor ab- 
sorption of vitamin A. In more advanced cases, sec- 
tion of the lung shows “pus welling from every 
bronchus to form whitish mounds against a fairly 
homogeneous pale pink parenchyma.” 


Lesions of the liver are either fatty infiltration or 
localized areas of cirrhosis. The salivary glands, gall- 
bladder, esophagus, and other organs show character- 
istic changes in the mucous glands. The most com- 
monly reported intestinal lesion is obstruction of the 
lumen by inspissated meconium, so-called meconium 
ileus; if present, this usually leads to death in the new- 
born period. 

Ten cases of this disease have come under our ob- 
servation. There were 6 deaths with 4 autopsies; 4 
patients are living and of them 1 (case 3) is doing 
well and 3 (cases 5, 6, and 10) are doing poorly. 
Three cases occurred in girls and 7 in boys. One 
patient (case 1) was a Negro. Although, as men- 
tioned, consanguinity does not seem to be a factor, 
the parents of 1 patient were related (case 5). 
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CASE REPORTS 


CASE 1.—L. G., a boy, age 6 months, failed to gain 
weight and had stools suggestive of cystic fibrosis of the 
pancreas from the age of 2 months. A cough was present, 
but its exact duration was not known. Roentgenograms of 
the chest showed marked peribronchial changes. The high- 
est white blood cell count was 17,500. Death occurred at 7 
months. Autopsy confirmed the diagnosis. 


CASE 2.—C. C., a boy, age 414 months, had failed to do 
well since birth. Gastro-intestinal signs were noted at age 
2 months and respiratory signs at age 214 months. Roent- 
genograms of the chest revealed marked peribronchial 
changes; of the long bones, some decalcification; and of 
the gastro-intestinal tract, hypotonia. Both vitamin A toler- 





FIG. 1. Case 1. A photomicrograph of a section of pancreas x 65 
(above) shows dilated ducts containing inspissated secretion, fibrosis, 
remnants of pancreatic acini, and round cell infiltration. The low 
power photomicrograph below (approximately x 10) shows bron- 
chiectatic changes. Note the dilated bronchioles containing purulent 
material. 


ance and glucose tolerance tests gave flat curves. The blood 
cholesterol was 125 mg. per 100 cc. The highest white 
blood cell count was 22,500. Death occurred at 8 months. 
Autopsy confirmed the diagnosis. 


CASE 3.—J. D., a boy, age 16 months, had simultaneous 
onset of failure to do well and respiratory and gastro- 
intestinal signs at age 7 months. Roentgenograms of the 
chest showed marked peribronchial changes; roentgenograms 
of the long bones were negative. After several weeks of 
treatment there was a flat vitamin A tolerance curve, but 
a diabetic type glucose tolerance curve, and blood choles- 
terol measured 227 mg. per 100 cc. The highest white blood 
cell count was 14,500. The patient is living and doing well. 










CASE 4.—S. B., a girl, age 7 months, had no definite 
gastro-intestinal symptoms, but had failed to do well since 
the age of 2 months and coughed since the age of 214 
months. Roentgenograms of the chest showed marked peri- 
bronchial changes; roentgenograms of the long bones were 
negative. A glucose tolerance curve was flat. The highest 
white blood cell count was 22,300. Death occurred at 914 
months. No autopsy was performed. 


CASE 5.—A. L., a boy, age 20 months, had a cough and 
stools typical of cystic fibrosis of the pancreas, and failed 
to do well after the age of 3 months. The family history 
was suggestive. Roentgenograms of the chest showed marked 
peribronchial changes: those of the long bones were nega- 
tive. A vitamin A tolerance test gave a flat curve prior to 
treatment, but the curve improved markedly after treat- 
ment. The glucose tolerance curve was diabetic. Blood 
cholesterol was within normal limits (227 mg. per 100 cc.), 
but this test was performed after two months of treatment. 
The highest white blood cell count was 26,000. The patient 
is living but doing poorly. 


CASE 6.—D. C., a boy, age 13 months, had gastro- 
intestinal signs and failed to do well after age 1 month. A 
cough began at age 3 months. Roentgenograms of the chest 
showed marked peribronchial changes; those of the long 
bones were negative; and those of the gastro-intestinal tract 
revealed hypotonia. The vitamin A tolerance curve was flat. 
The glucose tolerance test was normal. Protein tolerance 
tests were typical of cystic fibrosis of the pancreas. Blood 
cholesterol tests revealed 180 and 192 mg. per 100 cc. The 
highest white blood cell count was 22,800. The patient is 


_ living but doing poorly. 


CASE 7.—R. P., a boy, age 10 months, failed to do well 
and had a cough and gastro-intestinal signs since birth. 
Roentgenograms of the chest revealed marked peribronchial 
changes; of the long bones, decalcification; and of the gastro- 
intestinal tract, hypotonia. The vitamin A tolerance test 
curve was flat. The glucose tolerance test was normal. Blood 
cholesterol was 147 mg. per 100 cc. The highest white blood 
cell count was 8,400. Death occurred at 11 months. Autopsy 
confirmed the diagnosis. 


CASE 8.—P. J. D., a girl, age 6 months, had coughed 
since age 4 months. She never had gastro-intestinal symp- 
toms. There was a history of use of oily nose drops. Roent- 
genograms of the chest showed marked peribronchial changes 
plus right middle lobar consolidation. The highest white 
blood cell count was 24,100. Death came at 7 months. 
Autopsy confirmed the diagnosis; lipoid pneumonia was also 
present. 


CASE 9.—B. S., a girl, was followed from birth. Gastro- 
intestinal symptoms began in the first week of life, a cough 
at 8 months, and failure to gain weight at 10 weeks. 
Roentgenograms of the chest showed marked peribronchial 
changes. The highest white blood cell count was 22,000. 
Death occurred at 11 months. There was no autopsy. 


CASE 10.—C. McM., a boy, age 4 months, had failed to 
do well since age 7 weeks, at which time foul stools and 
cough began. The family history was suggestive. A diagnosis 
of atelectasis was made ‘and thick mucus was removed with 
a bronchoscope. Roentgenograms of the chest showed atelec- 
tasis; those of the gastro-intestinal tract revealed hypotonia; 
and those of the long bones were negative. The vitamin A 
tolerance curve was flat. The glucose tolerance test gave 
diabetic results. Protein tolerance tests were typical of cystic 
fibrosis. Blood cholesterol was 164 .mg. per 100 cc. The 
highest white blood cell count was 22,000. Studies of duo- 
denal enzymes verified the diagnosis. The patient is living 
but doing poorly. He has bilateral hydrocele. 
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PANCREATIC FIBROSIS—York, Lahey, & Salmon—continued 





HISTORY 


An effort was made to determine from the history 
the age at which the infant's failure to thrive became 
apparent. This appeared at birth in 3 cases (cases 3, 
7, and 9). In the remainder, the average age was 3 
months. 

In this series symptoms referable to the gastro- 
intestinal tract began at birth in cases 7 and 9, and 
perhaps in case 10, with diarrhea, vomiting, and ex- 
cessive gas formation. In 1 patient (case 4) the his- 
tory of good appetite, which is contrary to the usual 
at 7 months with proven autopsy findings, there was 
never any evidence of intestinal symptoms. The aver- 
age age of onset of gastro-intestinal symptoms in the 
other 6 cases was 3 months. There was usually a his- 
tory of good appetite, which is contrary to the usual 
story in idiopathic celiac disease. The usual story of 
large, bulky, foul-smelling stools was present in most 
cases, usually being noticeable after the addition of 
cereals to the diet. It is rather common to note the 
odor of cod liver oil in the stools coming through as 
it often does undigested. In none of these cases was 
there a history of meconium ileus at birth. 

The earliest symptoms referable to the respiratory 
tract in this series dated from birth in 1 case (case 
7) and appeared as late as 8 months in another (case 
9). The average age at onset of respiratory symptoms 
was 314 months. Coughing was the first and most 
outstanding symptom. This cough is often pertussis- 
like in quality and may divert attention from the 
digestive tract and obscure the diagnosis. Diagnoses of 
bronchiectasis, interstitial pneumonia, chronic bron- 
chitis, and asthma had been given to some of these 
cases. 


PHYSICAL EXAMINATION 


On physical examination these infants showed 
marked evidence of malnutrition with wasting of 
their tissues; an example is shown in figure 2. They 
were small in stature and had protuberant abdomens. 
Coughing was outstanding in all cases. Examination 
of the chest revealed rales throughout. The liver was 
usually enlarged. 

The deviation from normal became apparent when 
their measurements were projected on the Wetzel 
grid.® 


LABORATORY EXAMINATION 


While the history and clinical course of these pa- 
tients suggest the proper diagnosis, certain labora- 
tory data are essential for final proof. 


1. The most valuable diagnostic procedure is the 
aspiration of duodenal contents and examination for 
enzymatic activity. The enzymes are markedly de- 
creased or absent. A further test is the determination 
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of the volume of duodenal juice after giving secretin 
intravenously or one-tenth normal hydrochloric acid 
intraduodenally; the volume is definitely reduced be- 
fore and after stimulation in cystic fibrosis of the 
pancreas. This procedure was performed in case 10. 
There was no evidence of enzymatic activity in the 
duodenal secretion. The volume of duodenal secre- 
tions obtained before and after stimulation was 3 
cc. and 4 cc., respectively. Normally, these figures 
should be about 20 cc. and 40 cc.° In our experience 
it has been difficult to intubate the duodenum. More- 
over, the enzymatic assays are technically difficult to 
perform. 

2. Poor absorption of fat, as demonstrated by a 
flat vitamin A tolerance curve, furnishes corroborative 















































































FIG. 2. 


Case 10. Photograph of an infant with cystic fibrosis of 
the pancreas showing evidence of malnutrition and protuberant ab- 
domen. 


evidence of this disease. This test, according to Pratt's 
modification,® was performed in 6 of our cases. 
Figure 3 demonstrates the difference between such 
curves in normal infants and those with cystic fibrosis 
of the pancreas. A low blood cholesterol is frequently 
found, for example, cases 2, 6, 7, and 10. Analysis of 
stools for fat is a difficult procedure and has little or 
no value in differentiating this disease from idiopathic 
celiac disease. Stool analyses were not done in our 
series. 


3. The glucose tolerance test is of questionable 
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value in the differential diagnosis, since the curve 
may be flat or normal. In some patients a diabetic- 
type curve may be obtained, possibly because of poor 
liver function. 

4. Protein tolerance tests, recently reported by 
West and others,’ offer another diagnostic labora- 
tory procedure of value. While the test is less diffi- 
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blood levels are determined following the addition 
of pancreatin to the calcium caseinate meal, the value 
of this substance in the treatment of the disease be- 
comes apparent. 


5. The values for hemoglobin and red cells showed 
little change in these cases. The hemoglobin averaged 
12.4 Gm. and the erythrocyte count averaged 4,390,- 
000. The white blood cell count ranged from a low of 
8,400 to a high of 26,000 with an average of 19,000. 


CAGE A.L. 
CASE CC, — —~ 


Suet. FASTING 


FiG. 3. Vitamin A absorption curves. At the left are curves on 6 infants ranging from 414 to 21 months of age with cystic fibrosis of the 
pancreas. In the center are curves on 7 normal infants of comparable ages. At the right the chart shows the alteration of curves following 


therapy in 2 cases of cystic fibrosis of the pancreas. 


cult to perform than duodenal intubation, it is like- 
wise less diagnostic. Our experience with this test 
is limited to 2 cases (cases 6 and 10). Briefly, the 
test consists in the determination of blood amino 
nitrogen levels prior to and following test meals of 
calcium caseinate (Casec*) and a protein hydroly- 
sate (Parenamine}). Patients with cystic fibrosis of 
the pancreas, having deficient pancreatic trypsin, 
show extremely low blood amino nitrogen levels fol- 
lowing a calcium caseinate meal, but show normal 
levels following a predigested protein meal. When 


* Mead Johnson Company. 
+Frederick Stearns and Company. 


It has been stated that “when it remains high in spite 
of clinical improvement, a subsequent exacerbation 
may be expected.” A persistently normal white blood 
count is considered to be a good prognostic sign.” 

6. Roentgenographic studies of the chest revealed 
marked peribronchial changes in all cases. There may 
be atelectasis, emphysema, bronchopneumonia, bron- 
chiectasis, or lung abscesses. Roentgenographic studies 
of the gastro-intestinal tract usually show clumping 
of barium, evidence of impaired motility. Roentgeno- 
grams of the long bones occasionally show decalcifica- 
tion and did so in 2 of our cases (cases 2 and 7). 
Evidence of rickets is not seen in this disease; rickets 


TEXAS State Journal of Medicine 














is a disease of bone growth and is absent, it is be- 
lieved, because growth is slow. 


PROGNOSIS 


Most patients with cystic fibrosis of the pancreas 
die during the first year of life; the remainder often 
by the fifth year. The usual cause of death is the 
increasing severity of the respiratory tract infection. 
It is believed that the earlier the patient comes under 
observation the better is the outlook, particularly if 
treatment antedates the onset of deep seated pulmon- 
ary disease. The longest recorded survival that has 
come to attention is 141 years.* 


TREATMENT 


The plan of treatment must be carefully arranged 
and must include substitution for the deficient pan- 
creatic enzymes, provision of sufficient protein to 
counteract the loss in the stools, inclusion of adequate 
vitamin A to prevent a deficiency which might result 
from impaired absorption of fat, and an attempt to 
control the respiratory infection. 


The value of pancreatin* by mouth is proved in 
this disease. Approximately 5 to 6 Gm. should be 
given daily. 

The diet used in idiopathic celiac disease is prac- 
tically the same as that employed here, that is, a high 
protein, high sugar, low starch, and low fat diet. It is 
recommended that an excess of from 30 to 50 per 
cent of calories be given to make up for the loss in 
the stools. It goes without saying that adequate 
amounts of vitamins other than A must be furnished. 

The basic diet for the infant is a powdered protein 
milk formula with added banana powder and dexin 
or honey. At a later date ripe banana, cottage cheese, 
beef and liver, and green vegetables may be added. 

Approximately 50,000 units of vitamin A is con- 
sidered an adequate daily intake in this disease. 

The prevention and treatment of the respiratory 
infection plays a prominent part in these patients. 
The use of sulfonamides or penicillin is often nec- 
essary and may have to be included as a continuous 
prophylactic measure. Penicillin aerosol was not used 
in this group of cases because of the lack of coopera- 
tion expected in this age bracket. 


Parenteral vitamin B and liver extract have been 
used empirically with some questionable value. 

Other adjuncts to the treatment include the use of 
protein hydrolysates by mouth or parenterally and the 


administration of prostigmine bromide to improve 
fat absorption. 





*Panteric Granules (Parke Davis) were used im these cases. 
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SUMMARY 


A series of 10 cases of cystic fibrosis of the pan- 
creas is discussed; 6 patients died and 4 are living, 
of whom 1 is doing well and 3 are doing poorly. 


The authors are indebted to Dr. Joe Gast, Dr. Joseph 
Stool, and Mr. Leroy Anderson for their technical aid and 
data used in the preparation of this paper. 


REFERENCES 


1. Andersen, D. H., and Hodges, R. G.: Celiac Syndrome; 
Genetics of Cystic Fibrosis of Pancreas with Consideration of Etiology, 
Am. J. Dis. Child. 72: 62-80 (July) 1946. 


2. di Sant’Agnese, P. E. A., and Andersen, D. H.: Celiac Syn- 
drome; Chemotherapy in Infections of Respiratory Tract Associated 
with Cystic Fibrosis of Pancreas; Observations with Penicillin and 
Drugs of Sulfonamide Group with Special Reference to Penicillin 
Aerosol, Am. J. Dis. Child. 72: 17-61 (July) 1946. 


3. Farber, S.: Experimental Production of Achylia Pancreatica, 
Am. J. Dis. Child. 64: 953-954 (Nov.) 1942. 


4. Nelson, W. E., editor: Textbook of Pediatrics ( Mitchell-Nel- 
son). With the Collaboration of Forty-Nine Contributors, ed. 4, 
Philadelphia, W. B. Saunders Company, 1946. 


5. Philipsborn, H. F., Jr.; Lawrence, G.; Gibson, S.; and Green- 
gard, H.: Analysis of Duodenal Drainage in Steatorrheas, J. Pediat. 
26: 107-119 (Feb.) 1945. 


6. Pratt, E. L., and Fahey, K. R.: Clinical Adequacy of Single 
Measurement of Vitamin A Absorption, Am. J. Dis. Child. 68: 83-85 
(Aug.) 1944. 


7. West, C. D.; Wilson, J. L.; and Eyles, R.: Blood Amino Nitro- 
gen Levels; Changes in Blood Amino Nitrogen Levels Following In- 
gestion of Proteins and of Protein Hydrolysate in Infants with Normal 
and with Deficient Pancreatic Function, Am. J. Dis. Child. 72: 251- 
273 (Sept.) 1946. 


8. Wetzel, N. C.: Baby Grid; Application of Grid Technique to 


Growth and Development in Infants, J. Pediat. 29: 439-454 (Oct.) 
1946. 


ABSTRACT OF DISCUSSION 


Dr. FLOYD A. NORMAN, Dallas: This timely paper adds 
10 new cases to the several hundred cases of cystic fibrosis 
of the pancreas already reported in the literature. Dorothy 
Andersen stated that the disease is not uncommon, the pan- 
creatic lesion having been found in about 3 per cent of 
the necropsies at the Babies Hospital, and that the incidence 


in New York City is estimated at about 1.7 per 1,000 live 
births. 


Diagnosis of this condition can be made early and with- 
out elaborate laboratory facilities. The presence of steator- 
rhea, easily determined by staining of the abundant fat 
droplets in stools with Sudan-4, when the infant is taking 
whole milk is an indication for duodenal drainage. 

The duodenal tube must be observed under the fluoro- 
scope at the time of withdrawing the secretions to be cer- 
tain they come from the duodenum. Only then is a marked 
reduction in trypsin significant in establishing the diag- 
nosis. The protein tolerance tests are interesting. 

The importance of recognizing this disease early, prefer- 
ably before the first respiratory infection, is obvious, and 
this report should assist in this goal. 


V. A. Holds Tuberculosis Conference 


A tuberculosis treatment conference sponsored by the 
Veterans Administration, Branch Office 10, Dallas, for the 
states of Texas, Louisiana, and Mississippi was held near 
Bandera in November, according to the Kerrville Times. 
Patterned after a similar conference held for several years 
at Pembine, Wis., the program included case studies and 
discussions by prominent physicians from medical schools 
and sanatoriums in addition to staff members from Vet- 
erans Administration hospitals. 









































TWO UNUSUAL LESIONS OF THE THYROID GLAND 


H. W. NEIDHARDT, M.D., Galveston, 


‘Two unusual and, in some respects, 
controversial lesions of the thyroid gland have been 
brought to our attention within the past two years. 


CASE REPORTS 


CASE 1.—G. R., a 39 year old Mexican woman, was ad- 
mitted to the John Sealy Hospital on August 13, 1947, 
complaining of nervousness, hemoptysis, and cough. She 
had had exertional dyspnea increasing in the last several 
months and gave a history of polyarthritis a few years ago. 


In 1929 the left lobe of the thyroid had been removed 
after iodine therapy and the gland showed a diffuse hyper- 
plasia with involutional changes. The patient was asked to 
return at a somewhat later date for removal of the remainder 
of the gland, but she failed to do so. 

Upon examination of the patient on her present admis- 
sion, she was found to be suffering from moderate cardiac 
failure. The blood pressure was 210/80, the pulse rate 
135, and the respirations 20. There was also exophthalmus, 
lid-lag, and diaphoresis. The thyroid gland was enlarged and 
the heart appeared enlarged by fluoroscopy. A clinical diag- 
nosis of thyrotoxicosis of long standing was made. She was 
given Lugol’s solution and .2 Gm. of thiouracil daily. Her 
basal metabolic rate varied from plus 30 to plus 37 during 
the first two weeks of hospitalization. 

She was operated upon September 26, 1947, at which 
time there were found to be numerous adhesions between 
the remainder of the gland and the surrounding tissues. 
Recovery was uneventful and the patient was discharged 
with improvement of her symptoms. 


Pathologic Examination——The operative specimen con- 
sisted of 50 Gm. of thyroid tissue comprising part of the 
left and the entire right lobe. The tissue was firm and 
nodular in consistency and there were numerous adhesions 
upon the capsule. On section the gland showed several ir- 
regular yellowish nodules most of which measured from 4 
to 8 mm. in diameter. Occasional translucent areas of 
colloid were seen. ; 

Microscopically, the picture was variable, showing poorly 
circumscribed areas composed of moderately small acini con- 
taining variable amounts of colloid and lined with columnar 
epithelial cells having pleomorphic nuclei. Other areas 
showed a partial loss of the acinar arrangement with the 
formation of cords of epithelial cells which sometimes 
showed budding, as in fetal adenomas. In such areas occa- 
sional mitotic figures were seen. The stroma was loose- 
meshed and often showed numerous thin-walled blood 
spaces. There were a few areas of hyalinized fibrous tissue. 
The remainder of the gland showed a papillary type of 
epithelial hyperplasia which appeared irregular in many 
places; however, no invasion of the blood vessels was noted. 

The pathologic diagnosis was “Multiple embryonal ade- 
nomas of the thyroid gland associated with a diffuse hyper- 
plastic goiter. The markedly irregular character of the hyper- 
plasia suggests the additional factor of a regenerative hyper- 
plastic process.” 


CASE 2.—A. W., a 43 year old white woman, was ad- 
mitted to the John Sealy Hospital on June 23, 1946, com- 


From the Department of Pathology, University of Texas Medical 
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Read before the Section on Clinical Pathology, State Medical Asso- 
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plaining of “nervousness and sweating.” Her symptoms 
began two years previous to admission, at which time she 
noted nervousness and decreased tolerance to heat, increased 
prominence of the eyeballs, and a mass in the neck. There 
was also moderate weight loss and increased appetite. 


Physical examination revealed a forceful cardiac impulse 
and borderline cardiac hypertrophy. The right lobe of the 
thyroid appeared more enlarged than the left, and the gland 
was definitely nodular to palpation. A systolic and diastolic 
bruit was heard over most of the gland. 


Operation was performed the day following admission 
without premedication although some Lugol’s solution had 
been taken irregularly by the patient before coming to the 
hospital. At operation the gland was extremely friable, con- 
siderably enlarged, and adherent to the surrounding struc- 
tures. Because of the poor condition of the patient during 
operative procedure, the right lobe only was removed. Re- 


covery was uneventful and the patient was discharged in an 
improved condition. 


Pathologic Examination—The operative specimen con- 
sisted of three pieces of thyroid tissue weighing a total of 
90 Gm. The pieces were rather soft and friable in con- 
sistency and coarsely nodular. On section the tissue pre- 
sented a solid, meaty appearance showing a few small areas 


FIG. 1. Case 1. Photograph of gross specimen. 


of colloid. There were numerous poorly circumscribed, light 
gtay nodules scattered throughout the tissue, the largest of 
which measured 5 mm. in greatest dimension. 


Microscopically, the tissue displayed two outstanding fea- 
tures: (1) Numerous circumscribed nodules were made up 
of atypical acini lined with large polyhedral cells having 
abundant, pink staining cytoplasm and pleomorphic nuclei. 
(2) The remaining part of the thyroid tissue showed a 
highly irregular papillary type of architecture with marked 
variation in size and shape of the acini and little colloid. 
The epithelial cells were tall and showed nuclear pleomorph- 
ism and occasional mitotic figures. The stroma was scanty 
in amount and showed increased vascularity and areas of 
fibrin infiltration. No epithelial cells were seen within the 
blood spaces. 


The diagnosis was “Low grade adenocarcinoma of the thy- 
roid gland superimposed upon a nodular hyperplastic goiter.” 
Unfortunately we have been unsuccessful in contacting 
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THYROID LESIONS — Neidhardt — continued 


the patient and hence have been unable to obtain data as to 
her current status. 


COMMENT 


The unusually puzzling character of the lesion pre- 
sented by case 2 and the fact that the diagnosis was 
somewhat open to question prompted us to solicit 
the opinions of three well known pathologists out- 
side of the state. One of these* regarded the lesion 
as simply an extreme form of nonmalignant diffuse 
hyperplasia although he stated that other members of 
his staff regarded it as malignant. Another consult- 
ant’ was in essential agreement with our diagnosis, 
that of low grade adenocarcinoma. The third con- 
sultant’ regarded the lesion essentially as multiple 
Huerthle-cell adenomas superimposed upon a hyper- 
plastic goiter. He believed that a final pronounce- 
ment as to the presence or absence of malignancy was 
not possible until the remainder of the gland had 
been removed but remarked that he had never en- 












































countered such actively growing adenomas of ‘this 
type. 

In retrospect it appears likely 
Huerthle-cell adenomas are present; however, the 
question of malignancy cannot be said to be settled. 

A full-blown thyrotoxicosis was undoubtedly pres- 
ent in this case, although Rieman® reported that the 


that multiple 
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signs and symptoms of hyperthyroidism are incon- 
stantly associated with this tumor. It was further 
stated by him that the Huerthle-cell adenoma is of 
uncertain benignity although many authorities recog- 
nize benign and malignant varieties, the latter being 
referred to as Huerthle-cell carcinomas and being 
classified as tumors of moderate malignancy in 













































Fic. 3. Case 2. Photograph of gross specimen. 


Shields Warren’s scheme of classification.? Morrow® 
expressed the belief that all Huerthle-cell tumors 
should be regarded as precancerous. 


Huerthle-Cell Tumors 


The Huerthle-cell tumor is a relatively rare variety 
of thyroid neoplasm characterized by dense, circum- 
scribed, homogenous, opaque, gray or yellow nodules 
in the thyroid gland which, microscopically, show 
large eosinophilic polyhedral cells arranged either in 
small acini or solid cords. They have often been com- 
pared to liver cells in appearance although some 
tumors show a markedly foamy cytoplasm which re- 
sembles renal adenocarcinoma to some degree.!” 


The term Huerthle-cell tumor was adopted by 
Ewing, who originally regarded the tumor as arising 
from interfollicular cells of the thyroid described by 
Huerthle in 1894. At a later date Ewing abandoned 
the term since he considered Huerthle-cell tumots to 
represent varieties of thyroid carcinoma.” Willis'’ 
took the view that the Huerthle-cell tumor is de- 
rived from ordinary thyroid epithelium and that it 
merely represents a structural variant of thyroid neo- 
plasms. This view is held by the majority of modern 
observers and is further strengthened by the fact that 
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definite proof of the existence of so-called inter- 
follicular cells in the thyroid appears to be lacking. 
The inclusion of case 1 in the present report is 
prompted by a desire to consider certain features of 
the case which may be compared to the changes ob- 
served in case 2. While the problem presented by 
case 1 was considered to be less difficult than that 
of case 2, the additional complicating factor of a 
previous hemithyroidectomy was present. Sections 
of the portion of gland removed in 1929 bore little, 
if any, resemblance to those of the tissue removed in 
1947, save for the presence of epithelial hyperplasia 
on both occasions. The former sections showed a 


Regenerative Hyperplasia 


In 1929 Broders described 9 cases of what he 
called a regenerative hyperplasia occurring in toxic 
goiters following courses of iodine therapy. Since no 
mention was made of a destructive or injurious 
process which damaged the thyroid gland in these 
cases reported by him, there may be some question of 
the propriety of the term “regeneration” as used in 
this sense. In any case, the lesion described is essen- 
tially a nodular hyperplasia of bizarre appearance 
characterized by pleomorphic cells having hyper- 
chromatic and sometimes multilobulated nuclei. The 
cells often grow in sheets and tend to obscure the 
follicular structure of the gland. He described the 


Fic. 4. Case 2. Photomicrographs showing (left) nodule and hyperplastic gland, and (right) detail of nodule emphasizing acinar structure. 


rather commonplace variety of hyperplastic thyroid 
with no additional remarkable features, while the 
remaining portion of the gland presented a much 
more complex and provocative picture. 

Both of the cases described above displayed mark- 
edly hyperplastic thyroids, scattered throughout which 
were many tumorous or tumor-like nodules. The 
question of malignancy is difficult to pass upon in 
either case, more especially in case 2. The additional 
factor in case 1 of a previous partial thyroidectomy 
brings up the question of what part, if any, is played 
by regenerative hyperplasia in producing the final 
picture. 


picture in considerable detail because of its his- 
tologic similarity to carcinoma. The latter is ruled 
out by the absence of macronucleoli and significant 
numbers of mitotic figures in regenerative hyper- 
plasia." 

I found only one comparatively recent reference 
to tumor-like regeneratory phenomena occurring in 
man following thyroidectomy—that of Schlorhaufer, 
who described peculiar fibroma-like masses which de- 
veloped in 2 of his operative cases in the region of 
the thyroid gland. Examination of the masses which 
developed in these cases showed a complex sarcoma- 
like histologic picture which he interpreted as re- 
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THYROID LESIONS — Neidhardt — continued 


sulting from an overgrowth or regeneration of thy- 
roid tissue, striated muscle, and fibrous tissue ele- 
ments.‘ 

While such fibrous tumor masses described by 
Schlorhaufer were not found to be present in either 
of our cases, it is thought that some of the areas com- 
posed of cords of epithelial cells as seen in case 1 
may represent a form of regenerative epithelial hyper- 
plasia. Other more definitely circumscribed areas are 
more suggestive of embryonal adenomas which dif- 
fer from ordinary fetal adenomas in being somewhat 
less differentiated and showing less of a tendency to 
follicle formation.® 

It appears likely that the administration of thio- 
uracil contributed to the complexity of the pathologic 
picture in case 1, although we have not observed such 
marked changes occurring in other cases in which 
thiouracil was used. We feel reasonably certain, how- 
ever, that the lesion in case 1 is benign. 


SUMMARY 


1. Two cases of thyroid disease are presented. In 
both of them the pathologic lesions were perplexing 
and apparently rarely encountered in routine tissue 
examination. 


2. Both cases displayed hyperplastic goiter clin- 
ically and pathologically, and, in addition, both pre- 
sented multiple neoplastic or adenomatoid nodular 
formations of the thyroid. 


3. A discussion of the pathology and diagnosis is 
given for each case. 
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SEED PACKAGES SUPPLEMENT CARE SERVICE 

Two types of seed packages containing potential harvests 
of food for human beings and fodder for livestock in Europe 
are now available through the Cooperative for American 
Remittances to Europe, Paul Comly French, executive direc- 
tor of CARE, has announced. Thirty-one selected varieties 
of vegetable seeds are contained in the package designed for 
family use. The other holds enough hybrid field corn seed 
to plant 214 acres and provide feed for meat or dairy 
animals. 

The new CARE packages, which supplement the $10 food 
and clothing packages previously available, are offered at 
$4 each. Orders can be placed through CARE, 50 Broad 
‘Street, New York 4, or through CARE offices in Texas for 
guaranteed delivery in eleven European countries. 


Medical Office Building in Galveston 

An office building for doctors and dentists is to be con- 
structed by the Sealy and Smith Foundation at 305 North 
Boulevard in Galveston, reports the Galveston Tribune. 
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ABSTRACT OF DISCUSSION 

Dr. A. O. SEVERANCE, San Antonio: In case 1, my be- 
lief is that the lesion is a diffuse toxic goiter in which 
there are multiple adenomas. I think that the thiouracil is 
responsible for the presence of the marked diffuse hyper- 
plasia. In my experience, a toxic goiter after an adequate 
course of Lugol’s solution, such as this patient had, shows 
much less hyperplasia and, at times, almost none. It is my 
understanding that thiouracil produces an extreme picture 
of hyperplasia microscopically in contrast to the marked 
clinical improvement. 

I consider the adenomas in case 1 benign, and I would 
choose to classify them as of the Huerthle cell type. They 
show a few large cells with hyperchromatic nuclei, but these 
I assume to be degenerative changes. There are also scat- 
tered foci of Huerthle cells elsewhere in the hyperplastic 
portion of the thyroid. 

In case 2, the hyperplastic goiter areas are much less toxic 
or hyperplastic than comparable areas in case 1, and on the 
other hand there are more involuntary changes. There are 
also a fair number of Huerthle cell areas in this portion of 
the thyroid. 

The other more striking feature is the presence of mul- 
tiple Huerthle cell adenomas in which the cells are tre- 
mendous—much larger than those in case 1. The scattered 
mitoses and the large tumor cells with marked variation in 
size and chromatin content of the nuclei would cause the 
pathologist to entertain suspicions of malignant change. In 
this regard, I wish to quote Shields Warren, who, at the 
Missouri Tumor Seminar in November, 1947, stated that 
“adenomas of the thyroid always look worse than they 
really are.” I would consider these adenomas also benign. 

I believe that the finding of Huerthle cell areas in thyroid 
specimens removed at surgery is not uncommon, but true 
adenomas of these cells are, of course, somewhat rare. Again 
I want to observe that toxic goiters are rare in southwest 
Texas, but that thyroid tumors are seen with some regularity. 


Ballinger Mills, Jr., attorney for the foundation, said that 
an architect is already drawing up plans fof the building. 


Veterans Treated by Private Doctors 

Private physicians treated 761,165 of the 1,626,169 
veterans who received medical care under Veterans Adminis- 
tration programs during the fiscal year 1948, a recent re- 
port from the Veterans Administration informs. Cooperating 
in a “home town” care plan, the private physicians received 
an average of $4.18 per treatment. Veterans Administration 
staff doctors handled 865,004 individual veteran-patients. 


Movie Dramatizes Nursing Career 

Highlights of a nurse’s career from the day she enters 
the hospital school to the day she becomes a registered 
nurse are dramatized in a new RKO-Pathe documentary 
short, “Girls in White,” now being shown throughout the 
country. Made in cooperation with the American Nurses’ 
Association, the film is part of a series on “This Is Ameri- 
ca” and emphasizes the current shortage of nurses. 

































































































































































































































































































































































































































COMING MEETINGS AND CLINICS 
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State Medical Association of Texas, San Antonio, May 2-5, 
Dr. Tate Miller, Dallas, Pres.; Dr. Harold M. Williams, 
Guadalupe St., Austin, Secy. 

American Medical Association, Atlantic City, June 6-10, 1949. Dr. 
R. L. Sensenich, South Bend, Ind., Pres.; Dr. George F. Lull, 535 
North Dearborn St., Chicago 10, Secy. 


NATIONAL AND REGIONAL 


American Academy of Allergy. Dr. Will C. Sprain, New York, Pres.; 
Dr. Theodore L. Squier, 424 E. Wisconsin Ave., Milwaukee, Secy. 

American Academy of Dermatology and Syphilology. Dr. Clyde L. 
Cummer, Cleveland, Pres.; Dr. Earl D. Osborne, 471 Delaware 
Ave., Buffalo, N. Y., Secy. 

American Academy of General Practice, Cincinnati, March 7-9, 1949. 
Dr. Paul A. Davis, Akron, Ohio, Pres.; Dr. Mac F. Cahal, 20 N. 
Wacker Drive, Chicago 6, Executive Secy. 

American Academy of Neurological Surgery. Dr. William S. Keith, 
Toronto, Canada, Pres.; Dr. T. C. Erickson, 1300 University Ave., 
Madison 5, Wis., Secy. 

American Academy of Ophthalmology and Otolaryngology. Dr. C. H. 
McCaskey, Indianapolis, Pres.; Dr. W. L. Benedict, 100 First Ave. 
Bldg., Rochester, Minn., Secy. 

American Academy of Pediatrics. Dr. Warren R. Sission, Boston, 
Pres.; Dr. C. G. Grulee, 636 Church St., Evanston, Ill., Secy. 

American Association for Thoracic Surgery, New Orleans, March 29- 
31; 1949. Dr. E. D. Churchill, Boston, Pres.; Dr. Brian Blades, 
1335 H St. N. W., Washington, D. C., Secy. 

American Association of Genito-Urinary Surgeons, White Sulphur 
Springs, May 9-11, 1949. Dr. Clyde L. Deming, New Haven, 
Pres.; Dr. Norris J. Heckel, 122 S. Michigan Ave., Chicago 3, 
Secy. 

American Association of Obstetricians, Gynecologists, and Abdominal 
Surgeons. Dr. Robert D. Mussey, Rochester, Minn., Pres.; Dr. L. 
A. Calkins, University of Kansas Medical Center, Kansas City 3, 
Secy. 

American Cancer Society. Dr. Clifford C. Nesselrode, Kansas City, 
Kan., Pres.; Mr. Charles D. Hilles, New York, Secy. 

American College of Physicians, New York, March 28-April 1, 1949. 
Dr. Walter W. Palmer, New York, Pres.; Mr. E. R. Loveland, 4200 
Pine St., Philadelphia 4, Secy. 

American College of Radiology, Atlantic City, June 5, 1949. Dr. E. 
P. Pendergrass, Philadelphia, Pres.; Mr. W. C. Stronach, 20 N. 
Wacker Drive, Chicago 6, Secy. 

American College of Surgeons. Dr. Arthur W. Allen, Boston, Pres.: 
Dr. Paul B. Magnuson, 40 E. Erie St., Chicago 11, Secy. 

American Congress of Physical Medicine. Dr. H. Worley Kendell 
Chicago, Pres.; Dr. Richard Kovacs, 2 E. 88th St., New York 28, 
Secy. 

American Dermatological Association. Dr. Harry R. Foerster, Milwau- 
kee, Pres.; Dr. L. A. Brunsting, 102 2nd. Ave., S. W., Rochester, 
Minn., Secy. 

zamerican Gastro-Enterological Association, Atlantic City, June 3-4, 
1949. Dr. A. - R. Andresen, Brooklyn, Pres.; Dr. Dwight L. 
Wilbur, 655 Sutter St., San Francisco, Secy. 

American Gynecological Society. Dr. Edward A. Schumann, Phila- 
delphia, Pres.; Dr. Howard Taylor, Jr., 842 Park Ave., New York 
21, Secy. 

American Hospital Association. Mr. Joseph G. Norby, Milwaukee, 
Pres.; Mr. George P. Bugbee, 18 E. Division St., Chicago, Execu- 
tive Secy. 

American Laryngological, Rhinological, and Otological Society, Chi- 
cago, April, 1949. Dr. John J. Shea, Memphis, Tenn., Pres.; Dr. 
C. S. Nash, 277 Alexander St., Rochester 7, N. Y., Secy. 

American Neurological Association. Dr. Stanley Cobb, Boston, Pres.; 
Dr. H. Houston Merritt, 710 W. 168th St., New York 32, Secy. 

American Ophthalmological Society, Hot Springs, Va., June 2-4, 
1949. Dr. Bernard Samuels, New York, Pres.; Dr. M. C. Wheeler, 
30 W. 59th St., New York, Secy. 

American Orthopedic Association, Colorado Springs, May 18-21, 
1949. Dr. R. K..Ghormley, Rochester, Minn., Pres.; Dr. C. Leslie 
Mitchell, Henry Ford Hospital, Detroit 2, Secy. 





Contributions to this department will be appreciated. News should 
be of general medical interest, such as public health activities, new 
hospitals, personal items of more than local value, and so forth. News 
for a particular number of the Journal should be in the hands of the 
Editor not later than the fifteenth of the preceding month. 


News 


American Pediatric Society, Atlantic City, May 5-6, 1949. Dr. Jean 
V. Cooke, St. Louis, Pres.; Dr. Henry G. Poncher, 1819 W. Polk 
St., Chicago 12, Secy. 

American Proctologic Society. Dr. Harry E. Bacon, 
Pres.; Dr. W. Wendell Green, Toledo, Secy. 

American Psychiatric Association, Montreal, Canada, May 23-27, 
1949. Dr. W. C. Menninger, Topeka, Kan., Pres.; Dr. Leo H. 
Bartemeier, General Motors Bldg., Detroit, Secy. 

American Public Health Association. Dr. Martha M. 
ington, D. C., Pres.; Dr. R. M. Atwater, 
York 19, Secy. 

American Society of Anesthesiologists. Dr. H. Boyd Stewart, Tulsa, 
Okla., Pres.; Dr. Curtis B. Hickcox, 188 W. Randolph St., Chi- 
cago, Secy. 

American Society of Clinical Pathologists. Dr. Osborne A. Brines, 
Detroit, Pres.; Dr. Clyde G. Culbertson, Indiana University School 
of Medicine, Indianapolis, Secy. 

American Surgical Association, St. Louis, April 20-22, 
Fred W. Rankin, Lexington, Ky., Pres.; Dr. 
University of Iowa, Iowa City, Secy. 

American Urological Association, Los Angeles, May 16-19, 1949. 
Dr. Charles C. Higgins, Cleveland, Pres.; Dr. T. D. Moore, 899 
Madison Ave., Memphis 3, Tenn., Secy. 

International College of Surgeons, U. S. Chapter, Atlantic City, Nov. 
8-11, 1949. Dr. Herbert Acuff, Knoxville, Tenn., Pres.; Dr. Louis 
J. Gariepy, 16401 Grand River Ave., Detroit 27, Secy. 

National Tuberculosis Association, Detroit, May 2-6, 1949. Dr. 
Herbert L. Manz, Kansas City, Mo., Pres.; Dr. H. Stuart Willis, 
1790 Broadway, New York 19, Secy. 

Radiological Society of North America. Dr. L. Henry Garland, San 
Francisco, Pres.; Dr. D. S. Childs, Medical Arts Bldg., Syracuse 2, 
N. Y., Secy. 

Southern Medical Association, Cincinnati, Nov. 14-19, 1949. Dr. 
Oscar B. Hunter, Washington, D. C., Pres.; Mr. C. P. Loranz, 1020 
Empire Bldg., Birmingham, Ala., Secy. 

Southern Psychiatric Association. Dr. Guy F. Witt, Dallas, Pres.; Dr. 
Newdigate M. Owensby, 384 Peachtree St. N. E., Atlanta, Ga., 
Secy. 

Southern Surgical Association. Dr. 
Va., Pres.; Dr. 
more 5, Secy. 

Southwest Allergy Forum, El Paso, April 4-5, 1949. Dr. Sim Hulsey, 
Fort Worth, Pres.; Dr. O. E. Egbert, First National Bank Bldg., 
El Paso, Secy. 

Southwestern Medical Association. Dr. Joseph M. Greer, Phoenix, 
Ariz., Pres.; Dr. Wickliffe R. Curtis, First National Bank Bldg., 
El Paso, Secy. 


Philadelphia, 


Eliot, Wash- 
1790 Broadway, New 


1949. Dr. 
Nathan Womack, 


E. P. Lehmann, Charlottesville, 
Alfred Blalock, Johns Hopkins Hospital, Balti- 


Southwest Regional Cancer Conference, Fort Worth, Nov. 9, 1949. 
Secy., 209 Medical Arts Bldg., Fort Worth. 
United States-Mexico Border Public Health Association, Nogales, 


Ariz., and Nogales, Mexico, 1949. Dr. Victor Ocampo Alonzo, 


Hermosillo, Mexico, Pres.; Dr. M. F. Haralson, 314 U. S. Court 
House, El Paso, Secy. 
STATE 
Texas Air-Medics Association, San Antonio, May 2, 1949. Dr. 


Thomas J. Cross, Fort Worth, Pres.; Dr. C. F. Miller, 906 Medical 
Arts Bldg., Waco, Secy. 

Texas Association of Obstetricians and Gynecologists, Dallas, 1949. 
Dr. Julius McIver, Dallas, Pres.; Dr. George F. Adam, 4115 
Fannin, Houston, Secy. 

‘Texas Chapter, American Academy of General Practice, San Antonio, 
May 2, 1949. Dr. J. B. Copeland, San Antonio, Pres.; Dr. W. P. 
Higgins, Jr., Medical Arts Bldg., Fort Worth, Secy. 

Texas Chapter, American College of Chest Physicians, San Antonio, 
May 2, 1949. Dr. Elliott Mendenhall, Dallas, Pres.; Dr. Charles 
J. Koerth, Kerrville, Secy. 

Texas Club of Internists. Dr. Julian C. Barton, San Antonio, Pres.:; 
Dr. Victor E. Schuize, 219 S. Magdalen St., San Angelo, Secy. 
Texas Dermatological Society, San Antonio, May, 1949. Dr. D. T. 
Gandy, Houston, Pres.; Dr. W. Harris Connor, 601 Medical Arts 

Bldg., Houston, Secy. 

Texas Division, American Cancer Society, Fort Worth, Nov., 1949. 
Mr. Frank C. Smith, Houston, Pres.; Mrs. Jack Hutchins, El 
Campo, Secy. 

Texas Heart Association, San Antonio, May 2, 
Whiting, Wichita Falls, Pres.; Dr. Merritt 

Medical Arts Bldg., Dallas, Secy. 


1949. Dr. Walter B. 
B. Whitten, 1421 
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Texas Hospital Association, Galveston, April 19-21, 1949. Mr. C. 
J. Hollingsworth, Lubbock, Pres.; Mrs. Ruth Barnhart, 2210 Main 
St., Dallas, Secy. 

Texas Neuropsychiatric Association, San Antonio, May 2, 1949. Dr. 
M. J. Cooper, San Antonio, Pres.; Dr. David Wade, 510 Capital 
National Bank Bldg., Austin, Secy. 

Texas Orthopedic Association, San Antonio, May 2, 1949. Dr. Ruth 
Jackson, Dallas, Pres.; Dr. Margaret Watkins, 3629 Fairmount St., 
Dallas, Secy. 

Texas Pediatric Society, San Antonio, October, 1949. Dr. John Glen, 
Houston, Pres.; Dr. James Walker, 3616 Tulsa Way, Fort Worth, 
Secy. 

Texas Public Health Association, San Antonio, Feb. 20-23, 1949. 
Dr. Austin E. Hill, San Antonio, Pres.; Mr. Earle W. Sudderth, 
Dallas County Health Department, Court House, Dallas, Execu- 
tive Secy. 

Texas Radiological Society, Fort Worth, Jan. 7-8, 1949. Dr. L. M. 
Garrett, Corpus Christi, Pres.; Dr. R. P. O’Baanon, 650 Fifth Ave., 
Fort Worth, Secy. 

Texas Railway and Traumatic Surgical Association, San Antonio, 
May 2, 1949. Dr. Denman C. Hucherson, Houston, Pres.; Dr. W. 
F. Parsons, First National Bank Bldg., Fort Worth; Secy. 

Texas Rheumatism Association, San Antonio, May 2, 1949. Dr. How- 
ard C. Coggeshall, Dallas, Pres.; Dr. J. Paul Thomas, Medical 
Arts Bldg., Dallas, Secy. 

Texas Society for Mental Hygiene, Dallas, March 3-5, 1949. Dr. Ozro 
T. Woods, Dallas, Pres.; Mrs. Elizabeth F. Gardner, 1617 Watch- 
hill Road, Austin 21, Executive Secy. 

Texas Society of Anesthesiologists, San Antonio, May 2, 1949. Dr. 
J. C. Youngblood, Houston, Pres.; Dr. H. C. Slocum, 928 Strand, 
Galveston, Secy. 

Texas Society of Gastroenterologists and Proctologists, San Antonio, 
May 2, 1949. Dr. Alvin Baldwin, Dallas, Pres.; Dr. Carl Giesecke, 
1602 Nix Professional Bldg., San Antonio, Secy. 

Texas Society of Ophthalmology and Otolaryngology, San Antonio, 
December, 1949. Dr. August J. Streit, Amarillo, Pres.; Dr. John 
L. Matthews, 929 Nix Professional Bldg., San Antonio, Secy. 

Texas Society of Pathologists, Dallas, Jan. 30, 1949. Dr. W. W. 
Coulter, Sr., Houston, Pres.; Dr. C. T. Ashworth, 604 Medical 
Arts Bldg., Fort Worth, Secy. 

Texas State Urological Society, Temple, Feb. 7, 1949. Dr. Michael 
K. O’Heeron, Houston, Pres.; Dr. E. O. Bradfield, Scott and White 
Clinic, Temple, Secy. 

Texas Surgical Society, Houston, April 5-6, 1949. Dr. E. P. Bunkley, 
Stamford, Pres.; Dr. Truman G. Blocker, 927 Strand, Galveston, 
Secy. 

Texas Tuberculosis Association, Tyler, April 8-9, 1949. Dr. Elliott 
Mendenhall, Dallas, Pres.; Miss Pansy Nichols, 208 E. Ninth, 
Austin, Executive Secy. 


DISTRICT 

Second District Society. Dr R. B. G. Cowper, Big Spring, Pres.; 
Dr. Carl Uthoff, Big Spring, Secy. 

Third District Society, Amarillo, April 12-13, 1949. Dr. C. E. High, 
Pampa, Pres.; Dr. Kenneth Flamm, Amarillo, Secy. 

Fourth District Society, San Angelo, October, 1949. Dr. J. C. Young, 
Coleman, Pres.; Dr. Charles F. Bailey, Ballinger, Secy. 

Fifth and Sixth Districts Society, Corpus Christi, July, 1949. Dr. D. 
R. Knapp, Kerrville, Pres.; Dr. Charles Tennison, Nix Professional 
Bldg., San Antonio, Secy. 

Seventh District Society, Taylor, Feb. 8, 1949. Dr. David Wade, 
Austin, Pres.; Dr. Joe W. Bailey, 1411 San Antonio St., Austin, 
Secy. 

Eighth, Ninth and Tenth Districts Society. Dr. T. O. Woolley, 
Orange, Pres.; Dr. James Greenwood, Jr., 518 Medical Arts Bldg., 
Houston 2, Secy. 

Eleventh District Society. Dr. Lynn Hilbun, Henderson, Pres.; Dr. 
C. B. Young, 929 S. Confederate, Tyler, Secy. 

Twelfth District Society, Temple, Jan. 11, 1949. Dr. R. R. White 
Temple, Pres.; Dr. H. F. Connally, Jr., Amicable Bldg., Waco 
Secy. ; 

Thirteenth District Society, Dr. Fred Harrell, Olney, Pres.; Dr. Porter 
Brown, Medical Arts Bldg., Fort Worth, Secy. 

Fourteenth District Society, Waxahachie, Jan. 11, 1949. Dr. W. I 


Southerland, Sherman, Pres.; Dr. John Bagwell, Medical Arts 
Bldg., Dallas, Secy. 
Fifteenth District Society. Dr. W. S. Terry, Jefferson, Pres.; Dr 
James Harris, Marshall, Secv. 
CLINICS 
Dallas Southern Clinical Society, Dallas, March 14-17, 1949. Miss 


Betty Elmer, Medical Arts Bldg., Dallas 1, Executive Secy. 
International Post-Graduate Medical Assembly of Southwest Texas, 
San Antonio, Jan. 25-27, 1949. Dr. John J. Hinchey, 643 Moore 
Bldg., San Antonio 5, Secy. 
New Orleans Graduate Medical Assembly, New Orleans, March 7-10, 
1949. Dr. Woodard D. Beacham, Room 105, 1430 Tulane Ave., 
New Orleans 12, Secy. 
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North Texas-Southern Oklahoma Fall Clinical Conference, Wichita 


Falls, Oct. 19, 1949. Dr. Charles H. Brown, Wichita Falls, Pro- 
gram Chairman. 


Oklahoma City Clinical Society Conference, Oklahoma City, Oct. 24- 


27, 1949. Muriel R. Waller, 512 Medical Arts Bldg., Oklahoma 
City 2, Executive Secy. 


Post Graduate Medical Assembly of South Texas, Houston, Nov. 29- 


Dec. 1, 1949. Dr. E. Trowbridge Wolf, 229 Medical Arts Bldg., 
Houston, Secy. 


Texas Society of Ophthalmology and 
Otolaryngology 


Eighty-eight members and eight guests were present for 
the twenty-third annual session of the Texas Society of 
Ophthalmology and Otolaryngology, held December 3-4 in 
Fort Worth. 

During a business session, the society voted to meet next 
in San Antonio in December, 1949. Officers elected in- 
clude Drs. August J. Streit, Amarillo, president; A. Earl 
Jackson, Fort Worth, first vice-president, W. Maxwell 
Thomas, Dallas, second vice-president; John L. Matthews, 
San Antonio, secretary; J. Charles Dickson, Houston, treas- 
urer; and S. N. Key, Sr., Austin, councilor. 

New members elected to the society are Drs. Douglas F. 
Barkley, Austin; G. Harmon Brunner, San Antonio; Chancey 
H. Dolph, Baytown; Hal W. Maxwell, Fort Worth; Claude 
H. Miears, Austin; A. E. Percy, Lufkin; J. D. Roberts, 7, 
Longview; Benjamin H. Vaughan, Port Arthur; George H. 
Wood, Jr., Big Spring; and Otto L. Zanek, Houston. 

The scientific program was as follows: 


DECEMBER 3 
Otolaryngology Section 
Dr. J. D. Singleton, Dallas, Presiding 


Frontal Sinus Infection: Management and Complications—Dr. Claude 
D. Winborn, Dallas. 


Discussion—Dr. Lyle M. Sellers, Dallas. 
Influence of Southwestern Climate on Dise 
Dr. M. P. S. Spearman, El Paso. 


Discussion—Dr. P. W. Malone, Big Spring, and Dr. Tom Barr, 
Dallas. 


Secretory Otitis Media—Dr. J. D. McCall, Mineral Wells. 
Discussion—Dr. Herbert Harris, Houston. 
Functional Diseases of Nose—Dr. C..Stewart Nash, Rochester, N. Y. 


Ophthalmology Section 
Dr. S. N. Key, Sr., Austin, Presiding 
A Program for Sight Conservation in Industry—Dr. Edward W. 
Griffey, Houston. 
Discussion—Drs. E. D. Dumas, San Antonio, and J. W. Eschen- 
brenner, Fort Worth. 
Follow-Up on Ambulatory Treatment of Cataracts—Dr. Marion W. 
McCurdy, San Antonio. 


Discussion—Drs. John H. Burleson and Alfred A. Nisbet. San 
Antonio. 


Hypertensive Fundi—Dr. C. R. Lees, Fort Worth. 
} Discussion—Dr. A. E. Jackson, Fort Worth. 
Cataract Surgery—Dr. Watson W. Gailey, Bloomington, Ill. 


ases of Nose and Throat— 


DECEMBER 4 
Otolaryngology Section 
Dr. J. D. Singleton, Dallas, Presiding 
Recent Developments in Treatment of Tuberculous Laryngitis 
Claude C. Cody, III, Houston. 
Discussion—Drs. R. E. Parrish, San Antonio, and O. W. Suehs, 
Austin. 
Management of Nasal Allergy—Dr. John L. Burgess, Waco. 
Discussion—Dr. Tom Barr, Dallas. 
Case Report of Apparently Unrelated Malignancy of Larynx and 
Esophagus—Dr. C. J. Boehs, San Antonio. 
Discussion—Drs. R. E. Parrish and A. F. Clark, Sr., San Antonio. 
Otolaryngological Consultant in Compensation and Liability Actions— 
Dr. C. Stewart Nash, Rochester, N. Y. 


Dr. 





Ophthalmology Section 
Dr. C. R. Lees, Fort Worth, Presiding 


Retrolental Fibroplasia: Case Reports—Drs. 


Maxwell Thomas and 


J. W. Youngblood, Dallas. 
Boeck’s Sarcoid—Dr. O. M. Marchman, Jr., Dallas. 


Discussion—Drs. Maxwell Thomas, Dallas, and V. R. Hurst, Long- 
view. 














an 


Emotion as a Factor in Etiology of Primary Glaucoma—Dr. C. S. 
Sykes, Galveston. 
Discussion—Drs. L. H. Quinn, Dallas; and W. D. Gill, San An- 
tonio. 
Cataract Complications—Dr. Watson W. Gailey, Bloomington, IIl. 


The program also included a luncheon with Drs. Gailey 
and Nash as honor guests, a banquet for physicians and 
their wives, a luncheon for the wives, and a golf tourna- 
ment. 


SOUTHWESTERN MEDICAL COLLEGE 


The first Edward Henry Cary Scholarships were awarded 
in December to three students of Southwestern Medical 
College for “deserving scholastic achievement,’ reports the 
Dallas News. 

The scholarship fund, which provides for awards of 
$200 each from interest on the fund, was created two years 
ago by friends of Dr. Cary, president of Southwestern 
Medical Foundation, in honor of his seventy-fifth birthday. 
Students who receive the scholarships must have maintained 
in all their work a satisfactory grade of achievement. They 
must be persons of good character and must satisfy the 
faculty council which chooses the recipients that they are 
worthy of assistance. 

Marjorie Sewell, Abilene; William E. Huckabee, Dallas; 
and Franklin L. Crawford, Beaumont, received the first 
scholarships. 


UNIVERSITY OF TEXAS MEDICAL BRANCH 


A postgraduate course in physical medicine and rehabili- 
tation at the University of Texas Medical Branch, Galveston, 
February 28-March 4, will include instruction in the theory 
and technique of application of various physical agents. The 
course is designed for general practitioners and specialists, as 
well as for hospital administrators and qualified physical 
and occupational therapy technicians. Didactic presentations, 
demonstrations, and motion pictures will be used in the 
course, and physical therapy equipment of the latest design 
will be on display. 

The tentative roster of guest speakers includes the fol- 
lowing: Drs. Robert L. Bennett, Emory University, Atlanta, 
Ga.; John Z. Bowers, Atomic Energy Commission, Wash- 
ington, D. C.; Ben L. Boynton, Veterans Administration, 
Dallas; C. Charles Burlingame, Hartford Retreat, Hartford, 
Conn.; John Eisle Davis, Veterans Administration, Wash- 
ington, D. C.; Col. Richard H. B. Dear, McCornack Gen- 
eral Hospital, Pasadena, Calif.; Donald Erickson, Mayo 
Clinic, Rochester, Minn.; Sue Hurt, Washington Univer- 
sity, St. Louis; Frederic T. Jung, American Medical Associa- 
tion, Chicago; Henry H. Kessler, New Jersey Rehabilitation 
Commission, Newark, N. J.; Miland E. Knapp, Kenny Foun- 
dation, Minneapolis; A. B. C. Knudson, Veterans Adminis- 
tration, Washington, D. C.; Richard Kovacs, New York 
Polytechnic Medical School, New York; Sedgwick Mead, 
Washington University, St. Louis; James B. Mennell, St. 
Thomas’ Hospital, London, and the University of Southern 
California, Los Angeles; Stafford L. Osborne, Northwestern 
University, Chicago; M. A. Perlstein, National Society for 
Crippled Children and Adults, Chicago; E. F. Quinn, Brooke 
Army Medical Center, Fort Sam Houston; A. W. Reggio, 
U. S. Public Health Service, Washington, D. C.; Oscar Selke, 
Hermann Hospital, Houston; and Arthur E. White, Percy 
Jones General Hospital, Battle Creek, Mich. Members of the 
staff of the University of Texas and other Texas institutions 
will also participate. 

Those interested in registering for the course, tuition for 
which will be $25 for physicians and administrators and 
$15 for technicians, have been requested to register in ad- 












vance with Dr. T. G. Blocker, director of postgraduate study. 
Those desiring certification of attendance will be charged 
an additional $2. Further information may be secured from 
Dr. W. A. Selle, director of the course. 

The Class of 1898 observed its fiftieth anniversary of 
graduation from the University of Texas Medical Branch 
at a reunion dinner in Austin on November 27. Of the 
thirty-nine members of the class, fifteen survive and remain 
in practice. Present for the dinner were Drs. N. W. Atkin- 
son, Alice; J. W. Gibson, Austin; C. C. Jones, Comfort; G. 
W. Nibling, San Angelo; A. R. Shearer, Mont Belvieu; and 
R. L. Wilson, Brooklyn, N. Y. 

Dr. George R. Herrmann, professor of internal medicine 
at the University of Texas Medical Branch, has been elected 
a corresponding member in the National Academy of 
Medicine in Mexico. 

Dr. Marshall Brucer, assistant professor of physiology at 
the University of Texas Medical Branch, has left Galveston 
to direct the cancer research program of the Oak Ridge 
Institute of Nuclear Studies and has been named chairman 
of the medical division of the institute. 

The annual Dr. John O. McReynolds lecture was de- 
livered by Dr. Brittain F. Payne, New York ophthalmologist, 
on December 20, at Galveston; the Dr. James Greenwood 
lecture was delivered by Dr. Francis C. Grant, professor of 
neurosurgery at the University of Pennsylvania, Philadelphia, 
on December 6; and the annual Phi Chi lecture was de- 
livered by Dr. Edward Chamberlain, professor of radiology 
at Temple University Medical School, Philadelphia, on 
December 1, the Galveston News and Tribune report. 

John G. Sinclair, Ph.D., professor of anatomy at the 
University of Texas Medical Branch, has organized a con- 
servation council under the auspices of the Texas Academy 
of Science to consider means of preserving the natural re- 
sources of Texas, especially human resources which are 
affected by health and disease. 

A portable plastic respirator which gives more freedom 
to poliomyelitis patients has been donated to John Sealy 
Hospital by the Pilot Club of Galveston, a women’s busi- 
ness and professional civic organization, according to the 
Galveston Tribune. 


PRIVATE HOSPITAL ASSOCIATION ELECTS 

Dr. E. O. Nichols, Jr., Plainview, was elected president of 
the Private Hospital and Clinic Association of Texas at its 
annual meeting in Dallas on December 5, with Dr. W. C. 
Tenery, Waxahachie, being named vice-president; and Dr. 
L. L. Travis, Jacksonville, secretary-treasurer. 

The association was organized about a year ago with ten 
members, reports the Waxahachie Light. Eighty-five Texas 
hospitals are now members of the group, the purpose of 
which is to help meet the problems which affect privately 
owned hospitals. One of the objectives of the association 
is to train a group of auxiliary nurses to help relieve the 
shortage of graduate, registered nurses. 


COURSE IN PULMONARY DISEASES 


A two-week postgraduate course in pulmonary diseases 
will be offered in New Orleans, March 14-26, under spon- 
sorship of the American Trudeau Society in cooperation 
with Tulane University School of Medicine and Louisiana 
State University Medical School. The course is designed for 
physicians in Texas, Oklahoma, Louisiana, Mississippi, Ar- 
kansas, and Alabama who are especially interested in chronic 
chest diseases. 

Applications to take the course should be in the office of 
the American Trudeau Society, 1790 Broadway, New York 
19, no later than January 29. The fee for the course is 
$100. 


TEXAS State Journal of Medicine 









AWARDS GIVEN FOR SERVICE IN HEALTH 


A number of awards and citations for outstanding service 
in the cause of health have been given recently by the 
American Cancer Society, Texas Division, and the Dallas 
County Hospital Council. 

During the annual meeting December 6 of the Texas 
Division of the American Cancer Society, citations for “out- 
standing service in the interest of cancer control” were pre- 
sented to Mr. and Mrs. Lamar Fleming, Jr., Houston; former 
governor W. P. Hobby, Houston; the M. D. Anderson Hos- 
pital for Cancer Research, Houston; the Dallas Health 
Museum; the Texas Federation of Women’s Clubs; the 
Texas Order of the Eastern Star; and Mrs. Edith Ritchie, 
Atlanta, Ga., according to the Houston Chronicle. 

The second annual award for the outstanding contributor 
in Dallas to community health given by the Dallas County 
Hospital Council was announced December 8. An engraved 
plaque went to Ernest L. Parks, founder of the Texas 
Diabetic Trust Fund; a special citation to Mr. and Mrs. 
T. L. Bradford for the gift of their home to the Pilot 
Institute for deaf children; and a special citation to Herbert 
L. Rogers, retired contractor, for his efforts in the con- 
struction of the premature baby unit at Parkland Hospital, 
reports Texas Hospitals. 

Honorable mention was awarded to Dr. William F. 
Guerriero for his work in medical education in the high 
schools; Mrs. Marguerite Hayes for her outstanding work 
in the Dallas Health Museum; Harry McCormick, Dallas 
News reporter, for his articles to brig about better un- 
derstanding of the scope and problems of Dallas hospitals; 
C. Richard West, of radio station WFAA, for his efforts 
on behalf of the present system of medicine; Dr. Frank 
Williams, of Southern Methodist University, for his work 
in the study of the child and his efforts to secure proper 
lighting, acoustics, and seating in school rooms; and to the 
citywide women’s auxiliaries for their outstanding work in 
behalf of the city’s sick. 

The Dallas County Hospital Council honored Dr. Mil- 
ford O. Rouse, founder of the Dallas Health Museum, and 
Miss Helen Bullock, Dallas Morning News reporter, in 1947. 


“FIFTY YEAR” MEMBERS MAY ORGANIZE 


Organization of a club for members of the State Medical 
Association who have been in medical practice for fifty 
years has been proposed by Dr. W. M. Brumby, Houston, 
who has requested that interested persons write him prior 
to the annual session in San Antonio. If sufficient interest 
is shown, Dr. Brumby expects to arrange a luncheon meet- 
ing during the annual session period of May 3-5 for an 
exchange of fellowship. Such a luncheon would be held 
each year, but there would be no dues and no formal or- 
ganization calling for a constitution and by-laws. 

Physicians who qualify for the Fifty Year Club are in- 
vited to write Dr. Brumby, United Gas Building, Houston, 
giving their mailing address and the year of their gradua- 
tion from medical school. 


ENDOCRINOLOGY COURSE IN OKLAHOMA 


The Association for the Study of Internal Secretions, 
through its Postgraduate Committee, is sponsoring a coutse 
in clinical endocrinology at Oklahoma City, February 
21-26. Designed with lectures and demonstrations of prac- 
tical value to both the general practitioner and the special- 
ist, the course will be taught by prominent investigators 
and clinical endocrinologists in the various branches of 
medical science from the United States and Canada. 

The fee for the course will be $100. Registration will be 
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limited to 100, and applications will be accepted in the 
order of checks received. Applications should be mailed 
to the Association for the Study of Internal Secretions, 
c/o Dr. Henry H. Turner, 1200 North Walker Street, 
Oklahoma City 3. Hotel reservations should be made 
directly with the hotels. 


PHYSICIANS IN TEXAS INCREASE 


An average increase in Texas of 325 physicians per year 
during the past eight years is shown by the records of the 
Texas State Board of Medical Examiners, Dr. M. H. Crabb, 
Fort Worth, the secretary, reports. Of this number, approxi- 
mately 5 per cent have been osteopaths; the remainder have 
been doctors of medicine, including allopaths, eclectics, and 
homeopaths. Of the 3,839 new licenses issued during the 
eight year period, 2,003 have been by examination and 
1,836 by reciprocity. A total of 1,248 deaths makes the 
net gain for the entire period 2,591. 

Authorized by a State Medical Practice Act, the Board of 
Medical Examiners is composed of twelve members ap- 
pointed by the Governor. Four members are named every 
two years for a six year term. The act provides that no 
school of medicine shall have a majority membership on 
the board, and at present the board is made up of six 
allopaths, three osteopaths, two eclectics, and one homeo- 
path. 

According to law, the board must meet twice a year, in 
June and November, but as occasion demands, more fre- 
quent meetings are held to license doctors for the practice 
of medicine and surgery in Texas. The board at present 
does not recognize graduates of foreign medical schools 
with the exception of those in Canada and the Military 
Medical School in Mexico, D. F., Dr. Crabb points out. 

In addition to granting new licenses, the Board of Med- 
ical Examiners administers the legal provision that all doc- 
tors who are licensed and practicing medicine in Texas must 
register each year and pay a $2 fee. This fee is used to cover 
the expenses of maintaining an office to handle licensing 
and registration and also to pay a salary of $220 per month 
each for two investigators employed to locate violators of 
the Medical Practice Act. All of the funds from the $2 fee 


are expended only by the approval of the State Board of 
Control. 


Army Begins Melanoma Study 


The Army Medical Department will soon begin an in- 
tensive study of some 400 autopsy and surgical specimens 
of malignant melanoma in the hope that observations will 
lead to complete histologic understanding of the disease, 
its manner of growth, and criteria for recognition of the 
lesion in an early stage, announcement from Major General 
Raymond W. Bliss, Surgeon General of the Army, indicates. 

For this study, as well as other projects now being pur- 
sued, the Army needs additional dermatologists who are 
Board members and others who have completed formal 
dermatology residencies. Information concerning the open- 
ings may be obtained from the Surgeon General of the 
Army, Washington 25, D. C. 


TUBERCULOSIS HOSPITAL FOR CHILDREN 


The first children’s tuberculosis hospital in Texas was 
scheduled to be opened in Dallas about January 1, according 
to the Dallas News. To be known as the Ivor O’Connor Mor- 
gan Memorial Hospital for Tuberculous Children, the new 
institution will be housed temporarily in the Penicillin Re- 
search Foundation at 2525 Oak Lawn and will have fif- 
teen beds. 
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When Mrs. Morgan died in 1937, her will left approxi- 
mately $1,000,000 in trust with the Dallas National Bank 
for establishing and maintaining a tuberculosis hospital for 
children. Bank authorities have been attempting since that 
date to work out an arrangement with Dallas medical and 
hospital personnel. Under the contract recently signed, the 
Children’s Medical Center will operate the institution. The 
temporary location was provided by Dr. Arthur G. Schoch. 
The Texas Children’s Hospital and the Dallas Children’s 
Medical Center will cooperate with the new hospital in 
prevention, treatment, and research. 


NATIONAL MEDICAL SERVICE CONFERENCE 


The annual National Conference on Medical Service will 
be held at the Palmer House in Chicago, February 6. An 
invitation to all physicians to attend the conference has been 
issued by Dr. John S. Bouslog, Denver, secretary. 

The preliminary program for the conference indicates that 
Dr. James R. McVay, Kansas City, chairman of the Amer- 
ican Medical Association Council on Medical Service; Dr. 
Joseph S. Lawrence, director of the Washington Office of 
the American Medical Association; Dr. Creighton Barker, 
New Haven, executive secretary of the Connecticut State 
Medical Association; and numerous other speakers well 
known to the medical profession will participate in the one 
day conference. Legalized medical research, the World 
Health Organization, the World Medical Association, the 
medical program of the United Mine Workers, postgraduate 
education of the doctor, and the practice of medicine by 
corporations such as hospitals, are among the subjects to 
be discussed. 


COURSE TRAINS MEDICAL SECRETARIES 


A number of girls in Houston are attending a night course 
designed to train competent medical secretaries, the Houston 
Press informs. Miss Jewel McMillan, herself a medical sec- 
retary for several years, organized the class with the co- 
operation of Baylor University College of Medicine, which 
supplied Dr. J. R. Schofield, an instructor in anatomy, to 
teach the medical phases of the class. A knowledge of 
shorthand and typing is the only requirement for the course, 
which provides instruction in anatomy, symptoms, diagnosis, 
methods of treatment, medical terms, medical ethics, and 
correct ways of handling patients. Miss Ann Rios serves 
as shorthand counselor. 





NEW ROENTGEN-RAY MOVIE APPARATUS 


New roentgen-ray movie apparatus that is believed to 
hold great promise for clinical use in many fields, as well as 
for medical education, was demonstrated in San Francisco in 
December by members of the Department of Radiology of 
the University of Rochester School of Medicine and Den- 
tistry, Rochester, N. Y. 

The apparatus was described at the annual meeting of 
the Radiological Society of North America by Drs. George 
H. Ramsey, James S. Watson, Jr., and John J. Thompson, 
and Mr. Frank Dreisinger and Mr. Sydney Weinberg. 

High exposure to roentgen-radiation required for the 
taking of movies has hitherto been too great to permit gen- 
eral use on patients, and the image obtained was not good 
enough to be of comparable value to regular radiography 
and fluoroscopy. ; 

With the Rochester apparatus effort has been directed 
towards limiting the roentgen-ray dosage received by the 
patient. Various techniques have been used to limit the 
amount of roentgen-ray dosage to those levels commonly 
used in routine diagnostic procedures. 

According to the Rochester men, the apparatus permits 






a more careful study of organs and skeletal structure in 
motion. Among the many applications are swallowing, 
joint motion, as in arthritis, the movement of a roentgen-ray 
Opaque contrast medium through the arteries and veins, 
heart motion, obstructions in body passage-ways, fitting of 
prosthetic or artificial limbs, and the progress of physical 
therapy in restoring limb functions. 

As an adjunct to medical education, it will permit the 
teaching of students or assistants in considerably less time. 
Few persons can view a fluoroscopic image at once, but a 
considerable number can watch the same _ roentgen-ray 
movies. The 16 mm. copies made by reduction printing 
from the 35 mm. negative can be sent to other physicians 
for consultation, and educational roentgen-ray movies can be 
circulated by medical libraries and universities. 





OVERWEIGHT IS MENACE TO HEALTH 


Overweight is a serious menace to health because it ap- 
pears to increase the incidence of many diseases, according 
to three Rochester, Mirin., researchers. 

Writing in the January 8 issue of The Journal of the 
American Medical Association, Clifford F. Gastineau, M. D., 
of the Mayo Foundation, and Edward H. Rynearson, M. D., 
and Alice Karslake Irmisch, M. S., of the Mayo Clinic, say 
that between the ages of 45 and 50° years, 25 pounds of 
excess weight results in an increase of 25 per cent in 
mortality. 

“Greater degrees of overweight are a correspondingly 
greater hazard to life and health,” they point out. “Over- 
weight has been found to be associated with an increased 
incidence of high blood pressure, diabetes, cancer, heart 
disease, kidney disease, hardening of the arteries, liver 
disease, and varicose veins.” 














NARCOTIC ADDICTS IN UNITED STATES 


The number of narcotic addicts in the nation has dropped 
from between 150,000 and 200,000 persons in 1914 to an 
estimated 48,000 persons in 1948, according to three phy- 
sicians from the United States Public Health Service Hos- 
pital, Lexington, Ky. Writing in the December 4 issue of 
The Journal of the American Medical Association, Victor 
H. Vogel, M. D., Harris Isbell, M. D., and Kenneth W. 
Chapman, M. D., say that while in 1914 most of the addicts 
were women, the majority are now men. 

The reduction in addiction has been largely due to the 
vigorous enforcement of the Harrison Narcotic Act and to 
federal facilities for the treatment of addicts, they point 
out, adding: 

“Compared with the problems arising from the abuse of 
drugs, such as the barbiturates and alcohol, narcotic addic- 
tion is not a great public health hazard.” 





Medical Diploma Stolen 

Dr. J. G. Sanders, Bremond, has reported the recent theft 
from his office of his diploma from Baylor University College 
of Medicine, dated May 28, 1928. His license to practice 
was not taken. Information leading to recovery of the 
diploma or concerning its use by unauthorized persons will 
be appreciated. Such information may be sent to Dr. Sanders 
or to the central office of the State Medical Association. 


The State Tuberculosis Sanatorium at Sanatorium, Texas, 
has treated more than 40,000 patients since its establish- 
ment in 1912, a recent audit shows. The center has grown 
from a 57 bed sanatorium to a 1,000 bed institution, ac- 
cording to a report from State Auditor C. H. Cavness. More 
than 5,000 children have been treated since the children’s 
hospital was opened in 1930.—Dallas News. 
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PERSONALS 





Dr. E. W. Bertner, Houston, was recently elected vice- 


president of the American Cancer Society, reports the 
Houston Press. 


Dr. W. M. Campbell, Weatherford, celebrated his eighty- 
ninth birthday December 12, informs the Fort Worth Star- 
Telegram. Dr. Campbell is still active in the practice of 
medicine. 


Dr. S. F. Blair, Cooper, was honored at an open house 
given by his daughter in Dallas in November in observance 
of his fiftieth year of medical practice in Delta County, 
states the Cooper Review. 


Dr. and Mrs. S. A. King, Karnes City, received the tribute 
of more than five hundred persons who gathered November 
30 for a program celebrating “Dr. and Mrs. S. A. King 
Day,” reports the Karnes City Citation. A trophy and a vase 
suitably inscribed were presentd to the honor guests. 


Dr. G. W. Nibling, sole survivor of the original group 
that founded the San Angelo Medical and Surgical Clinic, 
from the staff of which he recently retired, was presented a 
wrist watch and seventy-four red roses at a dinner given in 
his honor November 29 by the staff of the clinic, the San 
Angelo Standard informs. Dr. Nibling observed his seventy- 
fourth birthday the preceding Friday. 


Dr. J. H. Caton, Eastland, was paid tribute by the First 
Christian Church and by the Rotary Club at special pro- 
grams early in December celebrating the completion of fifty 


years of medical practice by Dr. Caton, informs the Ranger 
Times. 


Dr. D. P. Cobb, Blanket, was one of fifty-three Texas 
Masons to whom fifty-year Masonic service awards were 


presented during the year, according to the Brownwood 
Banner. 


Dr. Ruth Jackson, Dallas, was pictured in the November, 
1948, issue of Holiday as the first woman fellow of the 
American Academy of Orthopedic Surgeons. 


Dr. William O. Russell, formerly of Santa Barbara, Calif., 
has been named head of the department of pathology at 
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the M. D. Anderson Hospital for Cancer Research, the 
Houston Chronicle informs. 


Dr. Curtice Rosser, Dallas, has recently been elected first 
vice-president of the Southern Medical Association and a 
member of the board of governors of the American College 
of Surgeons, the Dallas Medical Journal informs. Dr. 
Rosser will appear on the program of the Southern Assem- 
bly of the International College of Surgeons in Miami, Fla., 
January 20-21. 


Dr. Cecil O: Patterson, Dallas, attended and gave a paper 
at the fourth gastric cancer conference, sponsored by the 
National Cancer Institute, in San Francisco, December 6-7. 


Dr. M. D. Levy was recently elected president of the 
Houston Society of Internal Medicine; Dr. Robert A. Hettig, 
vice-president; and Dr. Dolph Curb, secretary-treasurer, re- 
ports the Houston Post. 


Dr. Ray V. Brasher has been elected president of the 
Physicians’ Luncheon Club in Fort Worth; Dr. Ernest E. 
Anthony, Jr., vice-president; and Dr. William E. Flood, sec- 
retary-treasurer, according to the Tarrant County Medical 
Society Bulletin. 

Dr. Maurice A. Roe, chief of medical service at the U. S. 
Public Health Service Dallas District Office since July, has 
been appointed medical director for Region 8 of the Public 
Health Service, which includes Arkansas, Louisiana, New 
Mexico, Oklahoma, and Texas, with headquarters in Dallas. 

Dr. and Mrs. Tom L. Husbands, Waco, are parents of a 
daughter, Ellen, born November 19. 


Six Fort Worth physicians and their wives are recent 
parents. Christopher James, a son, was born November 21 
to Dr. and Mrs. John M. Church; Martha Clare, a daughter, 
November 22, to Dr. and Mrs. Edgar S. Ezell; Don Edward, 
a son, November 28, to Dr. and Mrs. C. D. Taylor; Henery 
Logan, a son, in October, to Dr. and Mrs. H. L. Swords; 
Betty, a daughter, September 15, to Dr. and Mrs. J. D. 
Brownfield; and James Hamilton, Jr., a son, September 23, 
to Dr. and Mrs. J. H. Benton. 


Dr. and Mrs. W. B. Mullins, Amarillo, are parents of a 


boy born December 1, the Potter County Society Bulletin 
reports. 





PACKAGE SERVICE 


The package library consists of collections of reprints and 
other periodical material on various subjects, prepared for 
lending to members of the Association. Requests for packages 
should be addressed ‘‘Library, State Medical Association of 
Texas, 700 Guadalupe Street, Austin, Texas.’’ Twenty-five 
cents in stamps should be enclosed with the request to 
cover postage and part of the expense of collecting the mate- 
rial. Packages are allowed to remain in the hands of the 
borrower for 14 days. 





ACCESSIONS 

The following additions were made to the Library during 
December: 

Reprints received, 1,148. 

Journals received, 286. 

Books received, 14. 

The Clinical Apprentice, by Naish and Apley; The Child 
in Health and Disease, by Grulee and Eley; and A Synopsis 
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of Physiology, by Short and others, from the Williams and 
Wilkins Company, Baltimore. 

Hematology, by Sturgis; Experimental Immunochemistry, 
by Kabat and Mayer; and The Renal Origin of Hypertension, 
by Goldblatt, from Charles C. Thomas, Springfield, III. 


Index Catalogue of the Library of the Surgeon General's 
Office, Vol. X, Fourth Series, by the Army Medical Library, 


from the U. S. Government Printing Office, Washington, 
a. <. 


Laboratory and Clinical Studies from the Memorial Hos- 
pital for the Treatment of Cancer, by the New York Me- 
morial Hospital, from the New York Memorial Hospital, 
New York. 

Bacterial and Mycotic Infections in Man, by Dubose (edi- 
tor), and Viral and Rickettsial Infections in Man, by Rivers 
(editor), from J. B. Lippincott Company, Philadelphia. 


Adolescence Problems, by Sadler, from C. V. Mosby Com- 
pany, St. Louis. 
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Ventriculocisternostomy, A Palliative Operation in Dif- 
ferent Types of Non-Communicating Hydrocephalus, by 
Torkildsen, from Johan Grundt Tanum Forlag, Oslo, Nor- 
way. 

Publications from the Division of Surgery, Vol. 13, by 
the Northwestern Medical School, from Northwestern Uni- 
versity, Chicago. 

Recent Advances in the Study of Venereal Diseases, by 
Moore (editor), from The Venereal Disease Education In- 
stitute, Raleigh, N. C. 


SUMMARY OF SERVICE 


Local users and visitors, 41. 
Items consulted, 756. Packages mailed, 59. 
Items borrowed, 207. Items mailed, 533. 
Total number of items consulted and loaned, 1,496. 


MOTION PICTURE FILM LIBRARY 


Motion picture films on medical subjects, 16 mm, both 
silent and sound, some in color, and suitable for either med- 
ical or lay audiences, are available for loan to county medical 
societies, hospital staffs, or individual physicians, on request. 
Borrowers will be required to pay only the cost of shipment 
of the films, by express, with insurance, and for any damage 
to films in the hands of the borrower. 

Requests for films should be addressed to “Motion Picture 
Film Library, State Medical Association of Texas, 700 
Guadalupe Street, Austin, Texas.’’ A list of available films, 
with descriptions, will be furnished on request. 


Borrowers by mail, 57. 


The following motion picture films were loaned by the 
Film Library during December: 

Accent on Use (National Foundation for Infantile Paral- 
ysis) University of Houston School of Nursing, Houston. 

Adolescence, Introduction to (Mead Johnson)—Dr. W. 
C. Evans, Lufkin. 

Analgesia, Continuous Caudal (Becton, Dickinson and 
Co. )—Karnes-Wilson Counties Medical Society, Kenedy. 

The Anemias (Lederle Laboratories )—Southwestern Uni- 
versity Pre-Medical Association, Georgetown. 

Anesthesia, Novocain, in Obstetrics (Winthrop Chem- 
ical Co.) —Cuero Hospital and Clinic, Cuero. 

Antitoxins, Globulin Modified (Lederle Laboratories ) — 
Harris College of Nursing, Fort Worth. 

Appendicitis in Childhood (Mead Johnson)—Karnes- 
Wilson Counties Medical Society, Kenedy; Van Zandt Coun- 
ty Medical Society, Canton; Fannin County Medical Society, 
Bonham; Brackenridge School of Nursing, Austin; and 
Southwestern University Pre-Medical Association, George- 
town. 

Appraisal of Newborn (Mead Johnson)—University of 
Houston School of Nursing, Houston. 

As Others See Us (American Hospital Association) — 
Overall Memorial Hospital Staff, Coleman, and Bracken- 
ridge Hospital School of Nursing, Austin. 

Back to Normal (British Information Services)—Dr. W. 
C. Evans, Lufkin. 

Bronchial Asthma (E. Fougera and Co.)—State Tuber- 
culosis School of Nursing, Sanatorium. 

Cataract Surgery (Dr. Ray K. Daily)—St. Joseph’s Hos- 
pital School of Nursing, Fort Worth. 

Caesarean Section, Low Cervical (Mead Johnson)—Dr. 
N. L. Schiller, Austin. 

Cholecystectomy (Mead Johnson) —Brackenridge Hospi- 
tal School of Nursing, Austin. 

Choose to Live (U. S. Public Health Service )—University 
of Houston School of Nursing, Houston. 

Diphtheria and Croup (Lederle Laboratories )—Univer- 
sity of Houston School of Nursing, Houston, and Medical 
Secretaries Class, University of Houston, Houston. 


Empyema, The Treatment of (Mead Johnson) —State 
Tuberculosis School of Nursing, Sanatorium. 

Encephalomyelitis (Lederle Laboratories) —Harris Col- 
lege of Nursing, Fort Worth. 

Eyes for Tomorrow (Hurst Hospital and Clinic) —Dr. W. 
C. Hixson, Sanatorium. 

First Aid in Non-Battle Injuries (Wat Department) — 
University of Houston School of Nursing, Houston. 

From Moo to You (Borden Company )—Twentieth Cen- 
tury Study Club, Dumas. 

Health Is a Victory (American Social Hygiene Associa- 
tion) —Girl Scouts, Kermit. 

Hematology, Animated (Armour and Company )—Uni- 
versity of Texas School of Medicine Students, Galveston. 

Human Fertility (Ortho-Products)—Medical Secretaries 
Class, University of Houston, Houston. 

Hyperdermic Syringes and Needles (Becton, Dickinson 
and Co.)—Overall Memorial Hospital Staff, Coleman. 

Hysterectomy (Mead Johnson) —Dr. N. L. Schiller, 
Austin. 

Immunization Against Infectious Diseases (Lederle Lab- 
oratories )—School of Nursing, Hotel Dieu Hospital, Beau- 
mont. 

Infantile Paralysis, Orthopedic Treatment of (Mead John- 
son)—University of Houston School of Nursing, Houston. 

Infantile Paralysis, Your Fight Against (National Founda- 
tion for Infantile Paralysis )—Twentieth Century Study Club, 
Dumas. 

Magic Bullets (U. S. Public Health Service )—Medical 
Secretaries Class, University of Houston, Houston. 

Malaria (British Information Services )—School of Nurs- 
ing, Hotel Dieu Hospital, Beaumont. 

Nasal Sinusitis (E. Fougera and Company )—Dr. N. L. 
Schiller, Austin. 

Parkinsonism, Post-Encephalitic (Lederle Laboratories ) — 
Brackenridge Hospital School of Nursing, Austin. 

Plain Facts (American Social Hygiene Association ) —Girl 
Scouts, Kermit. 

Problem Child (Pet Milk Co.)—University of Houston 
School of Nursing, Houston. 

Spontaneous Delivery (Mead Johnson)—Class of Med- 
ical Secretaries and Nurses, University of Houston, Houston. 

A Stitch in Time. (American Medical Association )— 
Twentieth Century Study Club, Dumas. 

Strabismus Surgery (Dr. Ray K. Daily)—St. Joseph’s 
Hospital School of Nursing, Fort Worth. 

TB, This Is (Texas Tuberculosis Association )—Twentieth 
Century Study Club, Dumas. 

Techniques of Injection (Becton, Dickinson and Co.)— 
University of Houston School of Nursing, Houston. 

Thoracic Surgery (War Department)—State Tubercu- 
losis School of Nursing, Sanatorium. 

Time Is Life (American Cancer Society) —Dr. John Mc- 
Givney, Galveston. 

Traitor Within (American Cancer Society )—Twentieth 
Century Study Club, Dumas. 

Trichomonal and Monilial Vaginitis (Searle Company ) — 
Karnes-Wilson Counties Medical Society, Kenedy. 

Varicose Veins and Their Complications (Becton, Dickin- 
son and Co.) —Austin-Waller Counties Medical Society, Bell- 
ville. 

When Bobby Goes to School (Mead Johnson) —Twen- 
tieth Century Study Club, Dumas. 

X-Ray, Chest, Routine Admission in General Hospitals 
(Texas Tuberculosis Association. —X-Ray Technicians So- 
ciety, Orange. 

X-Ray, Chest, Technique of Group Services (Texas Tu- 
berculosis Association )—X-Ray Technicians Society, Orange. 
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BOOK NOTICES 


* Practice of Allergy 
Warren T. Vaughan, M. D., and J. Harley Black, 
M. D. Second edition. Cloth 1,132 pages. Price, 
$15. St. Louis, C. V. Mosby Company, 1948. 

Dr. J. H. Black has revised and brought up to date 
Vaughan’s book on allergy, first published in 1939. The 
soundness of the original is attested to by the fact that re- 
markably few changes have been necessary. The organiza- 
tion and chapter arrangement, though somewhat unique, 
have been undisturbed, since Black wanted this to remain 
“Warren Vaughan’s book.” Almost all of the original illus- 
trations are retained. New sections include “Aerobiology and 
Pollen Surveys” by Durham, and ‘Fungus Infection with 
Associated Allergy” by J. B. Howell, of Dallas. 

The book is a source of a tremendous amount of in- 
formation about allergy, and scattered throughout are un- 
expected nuggets, with a historical, classical, or other associa- 
tion, signaling the wide spread of the author’s knowledge. 
Vaughan himself could not have transferred the torch to 
better hands than those of Black. 

It is a sound volume, readable, well presented, authorita- 
tive, yet with a charming personal viewpoint. 

* Physiology of Exercise 
Laurence E. Morehouse, Ph.D., Associate Professor 
of Physical Education, University of Southern Cali- 
fornia. Cloth, 353 pages. Price, $4.75. St. Louis, C. 
V. Mosby Company, 1948. 

The reader will find an interesting and exhaustive study 
of the physiologic changes, potentialities, and limitations of 
the human body presented from observations on human 
subjects under laboratory conditions. Much of the text was 
obtained from experiments in the Harvard fatigue labora- 
tory, with man as the subject. The manner of this writing is 
technical and yet requires only elementary academic knowl- 
edge on the part of the reader. 

The study of muscle physiology, the heart, circulation, and 
pulmonary ventilation are taken up in detail studies. The 
medical aspects of exercise, strength, endurance, skill, effi- 
ciency, and fatigue are presented in such a way as to make 
them more understandable. The importance of fitness, train- 
ing, and diet, including vitamin deficiencies, is brought into 
the picture with relation to exercise. Lastly, the special drugs 
in use in work and sport are identified in their proper places, 
and the relation of environmental temperatures on the un- 
trained, the trained, and the sexes is presented. 

This study of the physiology of exercise represents many 
arduous self-experiments, and makes available to all a re- 
search useful in many fields of work, sport, and medicine. 


* Practical Bacteriology, Hematology, and Parasitology 
E. R. Stitt, M. D., Pb.M., Sc.D., LL.D.; Paul W. 
Clough, M. D.; and Sara E. Branham, M. D., Ph.D., 
Sc.D. Tenth edition. Cloth, 991 pages. Price, $10. 
Philadelphia, Blakiston Company, 1948. 

This edition of Stitt has been revised to include the later 
techniques and findings in a concise yet full manner. In the 
preface the statement, “We have continued to bear in mind 
the needs of the man in tropical or remote fields, who does 
not have access to well-equipped libraries or laboratories” 
sums up the field of the book, since it covers laboratory 
procedures in a thorough manner. 

A pathologist once said about an earlier edition of this 
book, “If I had only one book to run a laboratory, I would 
choose Stitt.” This statement still stands in regard to the 
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tenth edition. Several changes and additions in this volume 
make it advisable for the laboratory doctor to have it on 
hand. In the appendix there is an excellent list of tests and 
findings suggested for the clinician. Since a great deal of 
laboratory work is done that does not help in the diagnosis 
of a case, this chapter is well worth the study of the cli- 
nician. 


*A Treatise on Obstetric Labor 


Richard Torpin, M. D., Professor and Chairman 
of the Department of Obstetrics and Gynecology, 
University of Georgia School of Medicine. Cloth, 590 
pages. Price, $7. Augusta, Ga., Augusta Obstetric and 
Gynecology Book Company, 1948. 

The author based his conclusions upon a ten year study of 
obstetric labor covering more than 10,000 deliveries. The 
references were taken mainly from the past decade, but cer- 
tain outstanding works before that time were included. 
Certain references were marked as being most advantageous 
for further study and reading. 

Each phase of obstetric labor is taken up in a separate 
chapter. Although this study is principally one of labor in 
the expectant. mother, the care of the infant, both prenatal 
and postnatal, is stressed with particular emphasis on the 
responsibilities of the obstetrician. 

The chapter on “The Female Pelvis in Labor” is well 
illustrated. It stresses the roentgen ray as the only instrument 
that can accurately tell the exact capacity of the birth canal. 
A chapter entitled ““Transfusions in Pregnant Women, Ery- 
throblastosis Fetalis and the Rh Factor” was written by 
Edith L. Potter, M. D., and Philip Levine, M. D. The last 
chapter gives 73 case histories of difficult and unusual situa- 
tions which were encountered and an outline of their man- 
agement. 

This book is well illustrated throughout and is well writ- 
ten. Although it is directed mainly toward those physicians 
and obstetricians who do most of the obstetrics in this coun- 
try, it is particularly well adapted to postgraduate study by 
interns and residents who will choose to deliver the children 
of the future. 


° Plaster of Paris Technique in the Treatment of Fractures and 
Other Injuries 
T. B. Quigley, Lieutenant Colonel, M. C., A.U.S. 
Cloth, 107 pages. Price, $3.50. New York, Macmillan 
Company, 1945. 

To date physicians have nothing which will meet the ver- 
satility and dependability of plaster of paris for immobiliza- - 
tion. Dr. Quigley is to be commended for presenting to the 
medical profession a book so complete in all the smaller but 
important details of his method of the application of the 
various casts. Many books of treatment advise a plaster, for 
instance, from the metacarpal-phalangeal joints to the axilla, 
but here we have at least one man’s opinion as to how this 
can best be done. This book represents experience and organ- 
ized detail, and should be read by all those who need to use 
immobilization in their practice. 


° Bright's Disease 


Henry A. Christian, A. M., M. D., LL.D., Sc.D. 
(Hon.), M.A.C.P. (Hon.). Cloth, 640 pages. Price, 
$9.. New York, Oxford University Press, 1948. 
This monograph, long buried in the pages of “Oxford 
Loose-Leaf Medicine,” is one of the classics of modern med- 
ical literature. The publishers are to be commended for 
presenting “Bright’s Disease” in monograph form so that 
it is readily available to all. The book is a reprint, from 
“Loose-Leaf Medicine,” with the same page numbering. 





4 Celso C. Stapp, M. D., El Paso. 
5 William A. Knapp, M. D., Fort Worth. 
6 J. R. Kilman, M. D., Temple. 
























































58 


Dr. Christian tells the story of Bright's disease in his 
readable style, and the book can be read as a review of the 
subject or used as a reference book for problems arising in 
practice. The author prefers the use of the term Bright’s 
disease to describe nephritis, since nephritis not only is a 
disease of the kidneys, but also affects other vital processes 
and organs of the body. Dr. Christian’s clinical classification 
is one easily remembered because it is based on the manifes- 
tations of nephritis rather than on the pathology. Through 
study of the illustrative cases under each type, the book 
serves as a valuable reference in the treatment of individual 
cases. The monograph can be highly recommended to all 


students of medicine, clinicians, specialists, and general prac- 
titioners alike. 


* Preoperative and Postoperative Care of Surgical Patients 


Hugh C. Ilgenfritz, A. B., M. D., F.A.C.S. Cloth, 
898 pages. Price, $10. St. Louis, C. V. Mosby Com- 
pany, 1948. 

During the past decade the major advances in extending 
the scope of surgery have been due to improved preoperative 
and postoperative care, rather than to any radical improve- 
ments in surgical technique. A more thorough understanding 
of physiologic processes coupled with the wide use of anti- 
biotics has markedly lowered the morbidity and mortality of 
the more common surgical procedures. In addition, it has 
made possible surgical attack for conditions previously be- 
yond the realm of the surgeon. 

The author of this book has taken cognizance of the im- 
portance of normal and pathologic physiology. He includes 
a concise discussion of the physiologic processes and conse- 
quent derangements encountered in the various body systems 
and disease syndromes encountered in the care of the surgical 
patient. There are chapters devoted to the various metabolic 
systems, with separate chapters devoted to detailed discussion 
of each specialized field of surgery. 

The material presented is up to date and incorporates re- 
cent advancements in surgical care. At the end of each 
chapter, a particularly valuable bibliography has been se- 
lected to refer the reader to more detailed and authoritative 
work on the various subjects. 

The material is well organized and presented; and the 
book is one which will be of daily use to the general sur- 
geon. 


* Textbook of Gynecology 


Emil Novak, M. D., F.A.C.S. Third edition. Cloth, 
742 pages. Price, $8. Baltimore, Williams and Wil- 
kins Company, 1948. 

There are no radical changes in Dr. Novak’s third edition, 
but he has incorporated in it the more recent advances in 
gynecology. It is still designed for the student and the gen- 
eral practitioner. He does not cover any of the operative 
procedures, but always gives a good discussion of the clinical 
symptoms, diagnoses, and treatment. He also adds many 
short dissertations of the gross and microscopic pathology 
concerning the topic under discussion. 

Dr. Novak has done much in his books to teach that 
gynecology is not all surgical as many surgeons would have 
their students believe. He always goes into the subject of 
causes and treatment. One can read between the lines that 
he does not do much unnecessary surgery, but often suggests 
simple procedures before resorting to radicalism. 

The chapters covering gynecologic endocrinology and or- 
ganotherapy are brought up to date. He emphatically teaches 
that the prime requisite of rational organotherapy is that it 
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shall be applied as far as possible on the basis of known 
endocrinologic facts and not given indiscriminately. 

Dr. Houston S. Everett presents a concise chapter on 
common disorders of the female urinary organs. He takes 
up some of the more usual subjects in female urology with 
which the gynecologist must be familiar since there is a 
great overlapping between the urologist and the gynecologist. 

The book is beautifully illustrated, and a study of these 
illustrations alone will serve as a fine review of gynecology. 


* Diseases Affecting the Vulva 


Elizabeth Hunt, B. A., M. D., Ch.B. Third edition, 


revised. Cloth, 211 pages. Price, $7.50. St. Louis, C. 
V. Mosby Company, 1948. 


In the preface to the first edition, the author states that 
“this book has been written in response to numerous requests 
from general practitioners and gynecologists for a textbook 
on vulval affections from the standpoint of a dermatologist.” 
This avowed intention has been well carried out throughout 
the book—so much so that it could well be named, “Derma- 
tologic Diseases Affecting the Vulva.” As such it is a well 
written, clear, and concise volume which covers dermatologic 
conditions of the vulva thoroughly. 

The book is practical and free of the usual extensive dis- 
cussion of rare conditions which are seldom seen in the 
office of the general practitioner, and rarely in the gynecolo- 
gist’s office. The outline method used by the author to cover 
each affection is clear and makes this work useful as a quick 
reference without impairing the quality of the general dis- 
cussion. The many excellent color plates and the appendices 
referring to the hydrogen ion concentration scale and treat- 
ment add immeasurably to its value for reference. The book 
is well indexed, well organized, and well written, and covers 
its subject adequately for its purpose. It should, therefore, 
be a welcome addition to the office library of anyone who 
treats these conditions. 


” A History of the Heart and the Circulation 
F. A. Willius, M. D., M. S. in Medicine, Senior 
Consultant in Cardiology, Mayo Clinic, and T. J. Dry, 
M. A., M. B., Ch.B., M. S. in Medicine, Consultant, 
Section on Cardiology, Mayo Clinic. Cloth, 456 pages. 
Price, $8. Philadelphia and London, W. B. Saunders 
Company, 1948. 

This book is unique in the annals of medical history. It 
is appropriate for the busy practitioner as no subject receives 
more attention than its importance justifies and no uninter- 
esting details are recorded. The reader is taken on a fascinat- 
ing journey to witness the development of our present con- 
cepts of cardiovascular disease, and to be introduced to the 
personalities who have made this progress possible, starting 
with the earliest recordings of medical history which deals 
strictly with the heart and the circulation, and ending with 
the first quarter of the current century. 

Among the most practical and desirable features of the 
book are the many and complete quotations from the orig- 
inal papers of medical authors, particularly those of the nine- 
teenth and twentieth centuries. Many of these works are not 
available except at a large medical center, and some are not 
to be found even in the finest libraries. Such quotations have 
been selected with great skill and discrimination. 

The book is divided into historical periods. At the end of 
each period, there is a summary for quick and easy reference. 
At the end of the book are chronological tables. Brief and 
interesting biographies of a few of the most renowned in 
the field of cardiovascular investigation are included. 

Qualified by their research in the preparation of “Cardiac 
Classics,” the authors are well qualified to present a concise 
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and enchanting history of the progress of medicine in 
cardiovascular disease. 


* Practical Clinical Psychiatry 
Edward A. Strecker, A. B., A. M., Sc.D., Litt.D., 
LL.D., M. D.; Franklin E. Ebaugh, A. B., M. D.; and 
Jack R. Ewalt, M. D. Sixth edition. Cloth, 476 pages. 
Price, $5. Philadelphia, Blakiston Company, 1948. 
The sixth edition of this standard textbook appears in a 
new and attractive format with the addition of Ewalt’s name 
as an author. The entire book has been advantageously re- 
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arranged. Case histories, which were prominent in former 
editions, have been relegated to small type which does not 
interrupt the continuity of the text. A good feature is the 
inclusion of the newer classification of psychiatric diseases 
of the Army Medical Department. 

There is a valuable section on the treatment of neuro- 
syphilis, and there is also a good general discussion of the 
etiology and therapy of the psychoneuroses. A section on 
psychopathologic problems of childhood is included. 

These features justify the title of the work. This book is 


among the few understandable and logical textbooks of 
psychiatry. 
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STATE MEDICAL ASSOCIATION 


HOTEL RESERVATIONS FOR ANNUAL SESSION 


Reservations for accommodations for the period of the 
1949 annual session should be made early, according to 
the local Hotels Committee. All reservations should be sent 
to the office of the chairman of the committee, Dr. M. A. 
Childers, 625 Alamo National Building, San Antonio 5, 
where they will be processed. Members, technical exhibitors, 
and others planning to be present for the session May 3-5 
or for the special meetings May 2 are requested to list three 
or more lodgings in the order of preference so that if the 
first hotel or tourist court listed cannot accept a reservation, 
time and correspondence can be saved by passing on the 
application for a room to the next place listed. Reservations 
will be confirmed by the hotel or tourist court directly. 


A list of hotels and tourist courts in San Antonio sub- 
mitted by the Hotels Committee for the convenience of 
physicians wishing to make reservations follows: 

Name and Location 


SAN ANTONIO HOTELS 


Number of Rooms 


Blue Bonnet, 426 N. St. Mary’s 250 
Crockett, 301 E. Crockett 130 
Gunter, 205 E. Houston 550 


Menger, 204 Alamo Plaza all rooms reserved 


for Auxiliary 


Plaza, 309 S. St. Mary’s = at Sos 500 
Palms, 218 College 150 
Robert E. Lee, 311 W. Travis 158 
St. Anthony, Travis at Navarro... . Jeo 
Travelers, 218 Broadway 109 
White-Piaza, 205 EH. ‘Travis..........2.5.5.. 225 


APARTMENT HOTEL 
Pan-American, Broadway, Austin Highway. . 


TOURIST COURTS 


Aero, 3535 Broadway .......... Bi Sie 10 
Park-Motel, 3617 Broadway 20 
Rose Lynn, 1326 Austin Highway.......... 15 
Sunrise, 1423 Austin Highway............ 14 
Westerner, Austin Highway es boots fh 50 
Brackenridge Lodges, 201 E. Josephine. .... 15 


The House of Delegates and the Sections on Radiology 
and Physical Medicine, Public Health, and Clinical Pathol- 
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ogy will meet at the Gunter Hotel; scientific and technical 
exhibits, general meetings, and the Sections on General 
Practice, Medicine, and Pediatrics will be housed at the 
Municipal Auditorium; the Sections on Surgery and Ob- 
stetrics and Gynecology will meet at the Plaza Hotel; and 
the Section on Eye, Ear, Nose, and Throat will convene at 
the St. Anthony Hotel. The Woman’s Auxiliary will have 
headquarters at the Menger Hotel. 

A blank which may be filled out and sent to the Hotels 


Committee will be found on the want ad page of this 
JOURNAL. 


AMERICAN MEDICAL ASSOCIATION 


NATIONAL CONFERENCE ON RURAL HEALTH 


The National Conference on Rural Health, sponsored by 
the American Medical Association, will be held at the Palmer 
House in Chicago, February 4-5. Addresses and round-table 
discussions on such subjects as the health programs of na- 
tional farm organizations, cooperative health programs, en- 
vironmental hygiene and hazards, health education, the gen- 
eral practitioner in rural practice, and nutrition and the soil 
will feature outstanding physicians and laymen concerned 
with rural health. 

Interested physicians are invited to attend the conference. 





CONGRESS ON MEDICAL EDUCATION AND LICENSURE 


The annual congress on Medical Education and Licensure 
will be held in Chicago, February 6-8, with the Advisory 
Board for Medical Specialties, the American Medical Asso- 
ciation Council on Medical Education and Hospitals, and the 
Federation of State Medical Boards of the United States 
participating. Representatives of medical schools, hospitals, 
the American Medical Association, the armed services, gen- 
eral practitioners, and the general public are expected to 
attend. 

The effects of the specialty boards on American medicine; 
the World Medical Association and medical education; 
classification policies of the Selective Service system; medical 
education in programs of the U. S. Public Health Service; 
medical conditions, medical education, and national health 
acts in European countries; licensure of hospital residents; 
osteopathic and medical practice; foreign medical graduates; 


a national licensing board; and new licensure legislation will 
be considered. 





60 


Date 


1853 
1868 
1869 
1870 


1871 
1872 
1873 
1874 
1875 


1876 
1877 
1878 
1879 
1880 


1881 
1882 
1883 
1884 
1885 


1886 
1887 
1888 
1889 
1890 


1891 
1892 
1893 
1894 
1895 


1896 
1897 
1898 
1899 
1900 


1901 
1902 
1903 
1904 
1905 


1906 
1907 
1908 
1909 
1910 


1911 


1912 
1913 
1914 
1915 


1916 
1917 
1918 
1919 
1920 


1921 
1922 
1923 
1924 
1925 


1926 
1927 
1928 
1929 


1930 


1931 
1932 
1933 
1934 
1935 


1936 
1937 
1938 
1939 
1940 


1941 
1942 
1943 


1944 
1945 
1946 


1947 
1948 


* Deceased 


STATE MEDICAL ASSOCIATION OF TEXAS HISTORICAL TABLE, 1853-1948 


Place of Meeting Registration 
(Members) 


Austin 


Houston 


“ 


ee 


Waco 
Dallas 
Austin 


Marshall 
Galveston 
San Antonio 
Sherman 
Brenham 


Waco 

Fort Worth 
Tyler 
Belton 
Houston 


Dallas 
Austin 
Galveston 
San Antonio 
Fort Worth 


Waco 
Tyler 
Galveston 
Austin 
Dallas 


Fort Worth 
Paris 
Houston 

San Antonio 
Waco 


Galveston 
Dallas 

San Antonio 
Austin 
Houston 


Fort Worth 
Mineral Wells 
Corpus Christi 
Galveston 
Dallas 


Amarillo 


Waco 

San Antonio 
Houston 
Fort Worth 


Galveston 
Dallas 

San Antonio 
Waco 
Houston 


Dallas 

El Paso 

Fort Worth 
San Antonio 
Austin 


Houston 

El Paso 
Galveston 
Brownsville 


Mineral Wells 


Beaumont 
Waco 

Fort Worth 
San Antonio 
Dallas 


Houston 
Fort Worth 
Galveston 
San Antonio 
Dallas 


Fort Worth 
Houston 
Fort Worth ( House of ‘Delegates ) 
Dallas ( House of Delegates ) 
Austin, Fort Worth and San Antonio 

( Scientific Section Meetings ) 
Waco (Called Meeting, H. Delegates ) 


Galveston 
Dallas 
Houston 


f 
1 


{ 


President Secretary Treasurer 


. Cupples,* San Antonio 

. Heard,* Galveston 

. Heard,* Galveston Alva Connell,* Houston F. Hassenberg* 
. Jones, * Brenham 2 2 W. P. Riddell* 
. Wallace,* Waco ef Ys Es 

. Flewellyn, * Houston = _ J. Larendon, * 
). E. Stuart, * Houston S. O. Young,* Houston SA 


A.G. Clopton, * Jefferson W. A. East,* Hallettsville 
H. W. Brown,* Waco = na 


R. H. Harrison,* Columbus " : 

. D. Kelley,* Galveston rs ra 
Geo. Cupples,* San Antonio ce - 
John D. Pope,* Marshall 

. R. Kilpatrick,* Navasota R. H. L. | Bibb,* iain 


Ashbel Smith,* Cedar Bayou 

S. F. Starley,* Tyler W.J. Burt, * iia 
A. P. Brown,* Jefferson 

BH... Ghent, * Belton 

E. P. Becton,* Sulphur Springs 


T. N. Nott,* Goliad F. E. Daniel,* Austin 

Sam R. Burroughs, * Buffalo = m2 

. F. Y. Paine,* Galveston 

. M. Swearingen, * Austin : > 
Burts,* Fort Worth a bat 


.P. 
. H. Wilkes,* Waco H. A. West,* Galveston 
Osborn,* Cleburne oe - 


PUR |RAHO 


Houston 


J. Saunders,* Sherman 
J. Larendon,* Houston 





“Dp. 
. H. Sears,* Waco 

. W. McLaughlin,* Austin 
. C. Coleman,* Colorado 
ihe. 
C 





Loggins,* Ennis 

acon Saunders, * Fort Worth 
. T. Wilson, * Sherman 

. B Gardner, * Bellville 
.E. Hadra,* Waco 


Taylor Hudson, * Belton a eS 

. C. Red,* Houston John T. Moore, Houston 
Frank Paschal, * San Antonio I. C. Chase,* Fort Worth 
F. E. Daniel,* Austin Fa 7 

J. E. Gilcreest,* Gainesville 


G. B. Foscue,* Waco ey 
C. E. Cantrell,* Greenville : 

H. W. Cummings,* Hearne 7 

W. B. Russ, San Antonio = = 

John T. Moore, Houston Holman Taylor,* Fort Worth 


David R. Fly,* Amarillo 

J. H. McCracken, Mineral Wells . 
John S. Turner,* Dallas " 
Marvin L. Graves, Houston it ea V. L. Allison, Fort Worth 
F. D. Boyd,* Fort Worth ° e # : 

G. H. Moody,* San Antonio 


J. M. Inge,* Denton 

E. H. Cary, Dallas 

S. P. Rice,* Marlin 

R. W. Knox,* Houston 
I. C. Chase,* Fort Worth 


T. J. Bennett,* Austin 

Joe Becton,* Greenville 

A. C. Scott,* Temple 

M. F. Bledsoe,* Port Arthur 
C. M. Rosser,* Dallas 


William Keiller,* Galveston 
Joe Gilbert, Austin 

Felix P. Miller, El Paso 

Joe Dildy,* Brownwood 

D. J. Jenkins, Daingerfield 
John W. Burns,* Cuero 


J. O. McReynolds,* Dallas 
J. H. Foster, Houston 

A. A. Ross, Lockhart 

S. E. Thompson, Kerrville 
J. H. Burleson, San Antonio 


H. R. Dudgeon, Waco 
Calvin R. Hannah,* Dallas 
E. W. Bertner, Houston 

L. H. Reeves, Fort Worth 
Preston Hunt, Texarkana 


N. D. Buie,* Marlin 
Judson L. Taylor,* Houston 
Chas. S. Venable, San Antonio 


H. F. Connally,* Waco 


e 


mM oe ere 


p> 





n 


. Smith, * Texarkana 


(No election of officers ) 3 os 


Claude C. Cody, Jr., Houston - = Vice 

B. E. Pickett, Sr., Carrizo Springs es . Thomason, Fort Worth 
Tate Miller, Dallas H. M. Williams, ™ . 

Fort Worth & Austin 
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COUNTY SOCIETIES 


Bell County Society 
December 1, 1948 
(Reported by J. G. Rodarte, Secretary) 
Initial Stabilization of the Child Diabetic—A. T. Gillespie, Temple. 





Fifty-seven members and guests were present at the reg- 
ular session of the Bell County Medical Society on December 
1 in Temple. Frank M. Covert, III, Robert J. Terrill, Herbert 
A. Bailey, Herbert A. Schubert, Thomas M. Prideaux, and 
Jesse B. Brown were elected to membership. 

W. N. Powell made the announcement of National Dia- 
betes Week, December 6-12, stating that the manager of 
Radio Station KTEM and the editor of the newspaper had 
both expressed their desire to cooperate in any way possible. 
Upon motion by G. V. Brindley, Sr., the society approved 
National Diabetes Week and made plans to carry out the 
program. 

A. T. Gillespie, Temple, presented the paper named above. 

The following officers were elected for the year 1949: 
Terrell Speed, president; F. W. Howell, vice-president; Paul 
M. Ramey, secretary-treasurer; A. C. Scott, Jr. and R. D. 
Moreton, delegates; and A. Ford Wolf, W. A. Chernosky, 
and J. W. Pittman, alternates. V. M. Longmire, L. W. 
Pollok, and Dr. Pittman compose the board of censors. All 
except Dr. Pittman, who is from Belton, are residents of 
Temple. 

Brazoria County Society 
December 2, 1948 
(Reported by A. O. McCary, Secretary) 


The members and associate members of the Brazoria 
County Medical Society met December 2 in Freeport to 
elect officers for 1949. The members were accompanied by 
their wives and were served a buffet dinner before the 
business meeting. The Woman's Auxiliary met separately 
following dinner. 

The meeting was called to order by the vice-president, 
G. J. Hayes, Alvin, and the following officers were elected: 
A. O. McCary, Freeport, president; Dr. Hayes, vice-presi- 
dent; W. D. Nicholson, Freeport, secretary-treasurer; Ralph 
E. Gray, Freeport, delegate; and C. E. Fuste, Jr., Alvin, alter- 
nate. W. F. Galloway, Freeport, was elected censor. 

H. W. Mann, new director of the Brazoria County Health 
Unit, was presented to the society and acquainted the mem- 
bers with the prospects of the unit for 1949. 


Dallam-Hartley-Sherman-Moore Counties Society 
December 2, 1948 


Head Injuries and Their Treatment—Norman E. Wright, Dumas. 


Members of the Dallam-Hartley-Sherman-Moore Counties 
Medical Society met December 2 in Dumas. Norman E. 
Wright, Dumas, spoke on the subject named. 

Karl Pierat, Pampa, and R. C. West, Dumas, were visitors 
at the meeting. 


Dallas County Society 
December 2, 1948 


Hardening of the Arteries—Louis N. Katz, Chicago. 


The Dallas County Medical Society met December 2 and 
elected officers for 1949. Elliott Mendenhall was chosen 
president-elect; Edwin Rippy, vice-president; Edward White, 
Hall Shannon, David W. Carter, Jr., and Jack Kerr, dele- 
gates; Martin S. Buehler, John S. Bagwell, Frank Kidd, Jr., 
and George M. Jones, alternates, and Ridings E. Lee, censor. 
W. W. Fowler, secretary-treasurer of the society for more 
than twenty-five years, was re-elected. George A. Schene- 
werk will take office as president at the society’s annual 
meeting in January. 
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Louis N. Katz, Chicago heart specialist visiting Dallas as 
guest lecturer for a cardiology course sponsored by the Dallas 
Southern Clinical Society, spoke on hardening of the ar- 
teries. 


Denton County Society 


December 1, 1948 


Proper Method of Tissue Biopsy in Detection of Cancer—May Owen, 
Fort Worth. 


Efficacy of Cellular Smears in Cancer Detection—John Wallace, Fort 
Worth. 


Members of the Denton County Medical Society elected 
officers at a dinner session December 1 in Denton and heard 
two guest speakers discuss cancer detection methods. 

Officers elected for 1949 were Bert Davis, president; 
William H. Magness, vice-president; and Dickson K. Boyd, 
secretary-treasurer. 

The scientific session was opened by May Owen, patholo- 
gist from Fort Worth, who spoke on the subject named and 
explained some of the methods used in preparing tissues for 
the detection of cancer. John Wallace, Fort Worth, dis- 
cussed the efficacy of cellular smears in the detection of 
cancer and outlined special methods used in making these 
smears. Both: speakers stressed the care which must be used 
in obtaining tissues and other material in suspected cases of 
cancer if a high percentage of cancer detection is to be ob- 
tained. 

DeWitt County Society 
December 15, 1948 
(Reported by Herman C. Eckhardt, Secretary) 


New officers were elected by the DeWitt County Medical 
Society on December 15 at Cuero. They are J. E. Trott, 
Yoakum, president; L. B. Landry, Cuero, vice-president; 
J. G. Burns, Cuero, secretary-treasurer and delegate; and 
L. B. S. Richter, Yoakum, alternate. 


Eastland-Callahan Counties Society 
December 14, 1948 
(Reported by M. L. Stubblefield, Secretary) 


Following a dinner at which the wives of the doctors 
were guests, the members of the Eastland-Callahan Counties 
Medical Society met December 14 in Ranger. Officers for 
1949 were elected and those who will serve are E. E. Addy, 
Jr., Cisco, president; Calvin Harris, Ranger, vice-president; 
W. P. Watkins, Ranger, secretary; and R. E. Cowan, East- 
land, delegate. D. Ball, Cisco; E. L. Graham, Cisco; and A. 
K. Weir, Ranger, make up the board of censors. 

J. D. McCall, Mineral Wells, and V. H. Boyd, Abilene, 
were guest speakers and discussed diseases of the eye, ear, 
nose, and throat. 


Ellis County Society 
December 8, 1948 
(Reported by B. C. Wallace, Jr., Secretary) 


The members of Ellis County Medical Society were guests 
at a turkey dinner given by their retiring president, R. M. 
Tenery, December 8, at the Waxahachie Sanitarium. 

W. H. Watson moved that two members of the society 
be authorized to assess each member the amount necessary 
to cover the expenses of the meeting of the North Texas 
Medical Society, to be held at Waxahachie January 11, 1949, 
the amount for each member not to exceed $20. This motion 
passed unanimously. It was then voted that the honorary 
dues to the State Medical Association be paid by the society 
for only those retired members who still maintain residence 
in Ellis County. E. J. Skrivanek, Ennis, transfer from Whar- 
ton-Jackson-Matagorda-Fort Bend Society, was elected to 
membership. 

Election of officers was held, and J. R. Jeter, Ennis, will 
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be president; Gerald Kochevar, Midlothian, vice-president; 
B. C. Wallace, Jr., Waxahachie, secretary-treasurer; A. L. 
Thomas, Ennis, censor; and S. H. Watson, Waxahachie, dele- 
gate, with Herbert Donnell, Waxahachie, as alternate. 


Gray-Wheeler-Hansford-Hemphill-Lipscomb-Roberts- 
Ochiltree-Hutchinson-Carson Counties Society 
October 18, 1948 


Children’s Diseases: Case Studies—M. C. Maley, Perryton; George 
Garrison, University of Oklahoma Medical School, Oklahoma City; 


Robert Sparkman, Dallas. 

A series of case studies of children’s diseases, followed 
by a question and answer period, was presented by one 
member of the society and two guests at the October 18 
meeting of Gray-Wheeler-Hansford-Hemphill-Lipscomb-Rob- 
erts-Ochiltree-Hutchinson-Carson Counties Medical Society. 
About thirty members of the society were entertained at a 
turkey dinner preceding the meeting by Roy and Herbert 
Sanford at the Sanford Hospital, Perryton. 


November 16, 1948 
Fracture of the Elbow—Charles B. Sadler, Amarillo. 
Case History (roentgenograms)—Malcolm Wyatt, Pampa. 


At a meeting November 16 in Pampa the Gray-Wheeler- 
Hansford-Hemphill-Lipscomb-Roberts-Ochiltree-Hutchinson- 
Carson Counties Medical Society heard Charles B. Sadler, 
Amarillo, speak on treatment and care of elbow fractures. 
Dr. Sadler’s talk was preceded by a banquet and the presen- 


tation of a case history with roentgenograms by Malcolm 
Wyatt, Pampa. 


Harris County Society 
December 14, 1948 


At the annual business meeting of the Harris County 
Medical Society December 14 in Houston the following 
officers were elected for 1949: George W. Waldron, presi- 
dent-elect; C. A. Calhoun, vice-president; James E. Pittman, 
secretary; and V. C. Baird, treasurer. Denton Kerr assumes 
the duties of president of the society. A resolution condemn- 
ing the acceptance of rebates or fee-splitting was adopted. 
The resolution provides that any member of the society 
accused of such practice shall be investigated by the board 
of censors and punished if found guilty. 


Jefferson County Society 


December 13, 1948 
(Reported by E. Mittendorf, Executive Secretary ) 


The annual meeting of the Jefferson County Medical 
Society was held December 13 in Port Arthur. Contribu- 
tions of $15 each were voted for the Beaumont and Port 
Arthur Units of the Texas Tuberculosis Association and a 
subscription to The Journal of the American Medical Asso- 
ciation was provided for Lamar College, Beaumont. The by- 
laws of the society were amended to increase the dues to 
$50 per year to provide for the increase of $15 in the dues 
of the State Medical Association. Upon the recommenda- 
tion of a special committee, the society approved the plan 
of the American Red Cross for the formation and operation 
of a Blood Bank Regional Center. 

The legislative and public health committee recommend- 
ed endorsement of the American Association of Physicians 
and Surgeons of Chicago. This recommendation was unan- 
imously adopted. 

The following officers were elected to serve in 1949: Tony 
L. Pecora, Beaumont, president; Thomas B. Matlock, Port 
Arthur, vice-president; Josh J. Esslinger, Beaumont, secre- 
tary-treasurer; L. C. Heare, Port Arthur, and J. C. Crager, 
Beaumont, delegates; and R. Ray Orrill, Port Arthur, and 


Joe Stoeltje, Beaumont, alternates. W. A. Smith, Beaumont, 
was elected to the board of censors to serve with L. R. Byrd, 
Jr., Port Arthur, and Seab J. Lewis, Beaumont, who are 
continuing their terms. 


Johnson County Society 
November 16, i948 


Public Relations of the State Medical Association—Tate Miller, Dallas. 


Tate Miller, Dallas, President of the State Medical Asso- 
ciation, was guest speaker at a dinner meeting November 16 
in Cleburne of the Johnson County Medical Society. He 
stressed that medical practice has suffered where there is 
socialized medicine. Wives of the members and visitors from 
Glen Rose and Fort Worth were guests. 

At a short business meeting following the program Glenn 
R. Rice, William Carl Nowlin, Charles L. Gary, Jr., and 
James R. Fish were elected to membership in the society. 


Kaufman County Society 
December 7, 1948 
The Kaufman County Medical Society elected officers at 
a banquet December 7 in Terrell which was attended by 
members and their wives. Those elected were William de 
Viaming, Kaufman, president; Guy G. Shaw, Kaufman, 
vice-president; and E. J. Hall, Kaufman, secretary-treasurer. 
George Schenewerk, chairman of the Committee on Public 
Relations of the State Medical Association, was the speaker. 


Kerr-Kendall-Gillespie-Bandera Counties Society 
November 15, 1948 
(Reported by Roger Stevenson, Secretary) 
Importance of Amebiasis as an Etiological Factor in Vague Gastro- 

Intestinal Disorders—C. M. Darnall, Austin. 

Discussion—H. E. Cromer, Austin. 

The Kerr-Kendall-Gillespie-Bandera Counties Medical So- 
ciety met November 15 in Fredericksburg. C. M. Darnall, 
Austin, presented the paper named. 

The members of the society are attending the semi-month- 
ly clinical-pathological conferences presented by the pathol- 
ogy department of the Veterans Administration Hospital at 
Legion in addition to their regular meetings. 


Lamar County Society 
December 10, 1948 


Lamar County Medical Society at its monthly dinner 
meeting December 10 in Paris elected officers for 1949. 
Those elected were Hugh W. Parchman, Paris, president; 
J. L. Jopling, Paris, vice-president; Thomas E. Hunt, Jr., 
Paris, secretary-treasurer; D. F. Kerbow, Paris, delegate; and 
T. W. Buford, Minter, and J. L. Jennings, Roxton, alter- 
nates. 


Liberty-Chambers Counties Society 
December 9, 1948 
(Reported by A. L. Delaney, Secretary) 


Liberty-Chambers Counties Medical Society on December 
9 in Liberty elected the following officers to serve in 1949: 
Dale H. Davies, Liberty, president; Reginald Wilson, Day- 
ton, vice-president; A. L. Delaney, Liberty, secretary-treas- 
urer; A. R. Shearer, Mont Belvieu, delegate; and Lloyd 
Fahring, Anahuac, alternate. The board of censors is com- 
posed of Don P. Schulz, Liberty; E. W. Sykes, Anahuac; 
and F. S. Griffin, Liberty. 


Lubbock-Crosby Counties Society 
December 7, 1948 
(Reported by Roy G. Loveless, Secretary) 


The annual banquet of the Lubbock-Crosby Counties Med- 
ical Society for members and their wives was held Decem- 
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ber 7 in Lubbock. A. G. Barsh, secretary of the nominat- 
ing committee, presented the following recommendations 
for officers which were adopted unanimously: O. R. Hand, 
president; R. G. Loveless, vice-president, M. D. Watkins, 
secretary-treasurer; A. T. Stewart, delegate; and F. B. Malone, 
alternate. H. E. Mast, I. G. Mayfield, and J. E. Loveless 
were elected censors. All the officers except Dr. Loveless, a 
resident of Slaton, are from Lubbock. 


McLennan County Society 
December 7, 1948 


Approximately 200 members and guests of the McLennan 
County Medical Society attended a dinner-dance December 
7 in Waco, and members held election of officers. President 
for 1949 is Tom M. Oliver; vice-president is Ross Shipp; 
and secretary-treasurer is W. M. Avent. 


Medina-Uvalde-Maverick-Val Verde-Edwards-Real- 
Kinney-Terrell-Zavala Counties Society 


December 10, 1948 


Dietary Trends in Diabetes Mellitus—Merton M. Minter, San An- 
tonio. 


Surgery in the Diabetic Patient—I. C. Skinner, San Antonio. 
Diabetes in Childhood—Edith M. Bonnet, San Antonio. 
Diabetes in Pregnancy—Frank Posey, Jr., San Antonio. 


The December 10 meeting in Crystal City of the Medina- 
Uvalde-Maverick-Val Verde-Edwards-Real-Kinney-Terrell-Za- 
vala Counties Medical Society was a symposium on diabetes 
with guest speakers from San Antonio, in observance of 
National Diabetes Week. The program outlined was pre- 
sented and a luncheon for members and guests was held. 


Morris County Society 
November 16, 1948 
(Reported by William Smith, Secretary) 


The Morris County Medical Society met at Daingerfield 
in D. R. Baber’s office November 16 with six members 
present. Three new members, O. Owen Antony, Charles J. 
Wise, and J. S. Leeves, all of Naples, were elected to mem- 
bership. 

It was decided that Morris, Camp, and Titus Counties 
would meet together every three months, and also that the 
Morris County Society would meet every two months on the 
second Tuesday. A motion was made that the secretary 
write the State Board of Health, asking that a mobile x-ray 
unit be sent to Daingerfield and Naples in the early spring. 

New officers elected are D. R. Baber, Daingerfield, presi- 
dent; Lowell E. Rutledge, Daingerfield, vice-president; and 
William Smith, Naples, secretary. Members of the board of 


censors are J. S. Leeves, Naples; E. B. Wheat, Daingerfield; 
and O. Owen Antony, Naples. 


Nolan-Fisher-Mitchell Counties Society 


At its October meeting the Nolan-Fisher-Mitchell Coun- 
ties Medical Society had as its honor guest Chester U. Callan 
of Rotan. Dr. Callan gave some information about the work 
of The Saturday Evening Post in preparing the article re- 
cently printed about him and told the group that doctors 
should have better public relations and cooperate more close- 
ly with newspapers. A scientific program was presented by 


the members of the society. 
Pecos-Jeff Davis-Presidio-Brewster Counties Society 
December 9, 1948 
(Reported by W. E. Lockhart, Secretary) 


The Pecos-Jeff Davis-Presidio-Brewster Counties Medical 
Society met December 9 in Alpine with eight members 
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present. The society elected to honorary membership W. N. 
Kelly, Abilene, and authorized the secretary to request hon- 
orary membership for him in the State Medical Association. 

The society approved a motion stating that local society 
dues would be $5, and also a motion to the effect that meet- 
ings would be the first Tuesday of each month “with varia- 
tions of seven days at the discretion of the secretary.” A mo- 
tion by Joel E. Wright, Alpine, that one member be assigned 
each month to arrange a program and to name a second 
person as discusser passed unanimously. A motion by C. E. 
Oswalt, Fort Stockton, seconded by Malone V. Hill, Alpine, 
that all meetings be held in Alpine unless the society is 
specifically invited to meet elsewhere passed unanimously 
also. 

It was moved by Dr. Hill and seconded by John W. 
O'Donnell, Alpine, that if possible a special meeting before 
January 1 be held with Senator Hill Hudson of Pecos, Rep- 
resentative Tom Stovall of Alpine, and Representative J. T. 
Rutherford of Odessa as guests. 

Officers elected to serve the society in 1949 were D. O. 
Jeter, Alpine, president; C. E. Eaton, Fort Davis, vice-presi- 
dent; and W. E. Lockhart, Alpine, secretary. 


Potter County Society 


December 13, 1948 
Medical Public Relations—George A. Schenewerk, Dallas. 


The Potter County Medical Society met December 13 in 
Amarillo to elect officers and hear George A. Schenewerk, 
Dallas, chairman of the Committee on Public Relations of 
the State Medical Association, speak on medical public 
relations. New officers, all of Amarillo, are Guy Owens, 
president; Merrill Winsett, vice-president; George Waddill, 
secretary; A. E. Winsett, delegate; and T. P. Churchill, al- 
ternate. P. R. Garre was elected editor of the society's month- 
ly Bulletin, and J. J. Crume, W. R. Klingensmith, and 
George Powers were elected to the board of censors. 


Randall-Deaf Smith-Parmer-Castro-Oldham Counties Society 
(Reported by M. W. Nobles, Secretary) 
Thyroid Diseases—T. Haynes Harvill, Dallas. 


Election of officers for the coming year was held at a re- 
cent meeting of Randall-Deaf Smith-Parmer-Castro-Oldham 
Counties Medical Society at which ten members and guests 
were present. 

Officers elected include L. B. Barnett, Hereford, president; 
R. R. Wills, Hereford, vice-president; and Leta N. Boswell, 
Canyon, secretary. T. Haynes Harvill, Dallas, discussed the 
subject named above. 


Reeves-Ward-Winkler-Loving-Culberson-Hudspeth Counties 
Society 
December 16, 1948 
(Reported by C. A. Robinson, Secretary ) 


Officers for 1949 were elected at the December 16 meet- 
ing of Reeves- Ward- Winkler - Loving - Culberson - Hudspeth 
Counties Medical Society. Bruce Hay, Pecos, will serve as 
president; F. J. Prout, Monahans, as vice-president; and 
Harold Lindley, Pecos, as secretary. 


Smith County Society 
December 9, 1948 


The Smith County Medical Society at its meeting Decem- 
ber 9 at Tyler approved another proposed intensive roentgen- 
ray study of tuberculosis of Smith County. The proposal was 
presented by J. W. Birdwell, reporting for the committee on 
the Smith County Tuberculosis Association, who said that 
the State Health Department would bring its mobile x-ray 
unit for the survey. 
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New officers elected at the meeting are J. H. Mitchell, 
president; J. W. Birdwell, vice-president; William Bailey, 
secretary-treasurer; T. M. Jarmon, delegate; and J. Goldfeder, 
censor. They all reside in Tyler. 


Tarrant County Society 
November 16, 1948 
(Reported by W. P. Higgins, Jr., Secretary) 
Relationship between the Thymus and Myasthenia Gravis—Clive R. 


Johnson, Fort Worth. 


Discussion—W. F. Armstrong, Robert H. Mitchell, and Charles 
W. Braselton, Jr., Fort Worth. 


Tetra-Ethyl-Ammonium in Peripheral Vascular Disease and Certain 
Other Conditions—Robert H. Mitchell, Fort Worth. 


Discussion—Tilden L. Childs, Jr., Frank Daugherty, and W. S. 
Lorimer, Jr., Fort Worth. 


The Tarrant County Medical Society met November 16 in 
Fort Worth with seventy-three members present. 


The committee on auto emblems recommended that each 
member be furnished an official Tarrant County Medical 
Society registered emblem for use on the front of his car; 
that dues for 1949 be increased $3 to meet this cost; that 
all applicants for membership be required to pay for such 
emblem prior to election or transfer; that a small supply of 
emblems be kept available for purchase at cost to members 
needing them for replacement purposes; and that a list of 
the physicians’ names and emblem numbers be sent to the 
chief of police. Final action on this recommendation is to be 
taken at the next regular meeting. 


It was moved by W. B. West that R. H. Needham, Fort 
Worth, be nominated for honorary membership in the State 


Medical Association. John J. Andujar seconded and the mo- 
tion carried. 


Tribute was paid to Dr. Walten H. McKenzie, father of 
W.H. McKenzie, who died October 13, 1948. 


Tom Green-Eight County Society 
November 1, 1948 
(Reported by C. A. Kunath, Secretary) 


Cytologic Diagnosis of Cancer of the Cervix and Uterus—Carey Hiett 
and John L. Wallace, Fort Worth. 


Discussion—H. Kermit Brask, Lloyd R. Hershberger, Robert R. 

Jones, R. E. Moon, and Francis M. Spencer, San Angelo. 

Thirty-three members of the Tom Green-Eight County 
Medical Society, meeting November 1 in San Angelo, heard 
Carey Hiett and John L. Wallace, Fort Worth, discuss the 
subject named. Dr. Hiett described the methods and tech- 
nique of obtaining good cervical smears and biopsies, while 
Dr. Wallace showed lantern slides of positive smears and 
discussed the points in the cytology whereby the pathologist 
reaches his diagnosis. The speakers emphasized the useful- 
ness of this method of diagnosis in screening large numbers 
of cases and selecting those cases which need further study. 


The society unanimously approved a petition of Royce 
Pruet and the Ozona Rotary Club for a mass roentgen-ray 
survey of Crockett County by the Texas State Department 
of Health next spring. On motion by W. D. Anderson the 
society unanimously approved similar surveys in any of the 
other counties in this eight county organization. 


The secretary read a letter from the Secretary of the State 
Medical Association regarding 1949 dues, due and payable 
before January 1. It was decided to keep the county society 
dues at $10 for ‘the coming year. 


The nominating committee presented the names for the 
election to take place in December and suggested that the 
office of treasurer be discontinued and that one member act 
as secretary-treasurer. They further suggested that in subse- 
quent nominations the secretary-treasurer succeed to the 


office of president-elect and the vice-president succeed to the 
office of secretary-treasurer. The society unanimously voted 


to accept these suggestions and incorporate them into the 
by-laws. 


Discussion from the floor of the newly proposed constitu- 
tion and by-laws indicated that the members were reluctant 
to take action on them at that time and George Nesrsta 
moved that action be postponed until the new State Constitu- 
tion and By-Laws had been presented to the society in their 
revised form. This motion was approved. 


Harvey Williams, reporting for the public relations com- 
mittee, stated that arrangements had been made for a series 
of thirteen weekly radio broadcasts on medical subjects, to 
be sponsored by a local drug company. 


December 6, 1948 
(Reported by C. A, Kunath, Secretary) 


The December 6 meeting of the Tom Green-Eight County 
Medical Society was in the form of a banquet sponsored by 
San Angelo druggists with forty-three members attending. 
Honor guests were Congressman O. C. Fisher, State Senator 


Dorsey Hardeman, and Col. John E. Roberts of Goodfellow 
Field. 


Officers for 1949 were elected and include H. M. Ander- 
son, president; Carl A. Kunath, president-elect; L. R. Hersh- 
berger, vice-president; M. D. Knight, secretary-treasurer; 
James N. White, delegate; W. H. Brauns, alternate; and 
F. L. Hutchins, censor. All are from San Angelo. 


A letter from the child welfare committee of the San 
Angelo Junior Chamber of Commerce asked the society to 
arrange for tonsillectomies on indigent children. A reply 
was deferred and a committee was to be appointed by the 
new president in January. A letter from the Shannon Nurses 
Alumnae Association asking for a donation to help defray 
expenses for a Christmas dance for the doctors and nurses 
was also read. R. L. Powers moved that the society donate 
$75 and recommended that local pharmacists also be invited 
to the dance. The motion was seconded by Harvey Williams 
and passed. 


Resolutions concerning two deceased members, Drs. W. 
Grady Mitchell and James P. McAnulty, were adopted by the 
society. ; 

The chairman of the public relations committee, Harvey 
Williams, informed the society that a series of radio tran- 
scriptions on surgical subjects had been received for the 
broadcasts to be sponsored by a local drug company. It was 
decided that future series of transcriptions would be offered 
to other local druggists for sponsorship, and on motion by 
W. D. Anderson the matter of preliminary newspaper pub- 


“licity about the broadcasts was turned over to the public 


relations committee, with the authorization to make reason- 
able expenditures from the society treasury for this purpose 
if necessary. 

Col. John E. Roberts, post surgeon at Goodfellow Field, 
made some remarks relative to the present status of medical 
care in the armed forces, stating that the supply of medical 
officers is being rapidly exhausted and that legislation or 
some other solution must correct this situation. 

Representative O. C. Fisher spoke of proposed legislation 
in Congress pertaining to the socialization of medicine, and 
State Senator Dorsey B. Hardeman said a few words on the 
subject. 

The newly elected president, H. M. Anderson, announced 
the appointment of R. E. Windham to the public relations 
committee with the particular function of handling news- 
paper publicity. He also announced the appointment of K. 


B. Round as chairman of the hospital committee, replacing 
F. T. McIntire. 
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Travis County Society 
December 14, 1948 
(Reported by M. Allen Forbes, Secretary) 


Travis County Medical Society, at its December 14 meet- 
ing in Austin, elected J. Edward Johnson as president; 
Raleigh Ross, vice-president; and M. Allen Forbes, secretary- 
treasurer. All of the newly elected officers live in Austin. 


Webb-Zapata-Jim Hogg Counties Society 
December 7, 1948 
(Reported by M. Valls, Secretary ) 
Differential Diagnosis of Vomiting in the Neonatal Period—Sidney 

Kaliski, San Antonio. 

The Webb-Zapata-Jim Hogg Counties Medical Society 
met December 7 in Laredo. Sidney Kaliski, San Antonio 
pediatrician, spoke on the subject named and the following 
officers for 1949, all of Laredo, were elected: Raul de la 


Garza, president; G. H. Candlin, vice-president; and James 
Reitman, secretary-treasurer. 


Wichita County Society 
December 14, 1948 


Unipolar and Precordial Electrocardiography—Maurice M. 
Dallas. 

Diagnosis and Management of Functional Cardiac Disability—Wéilliam 
B. Adamson, Abilene. 


Scurry, 


The Wichita County Medical Society met December 14 
in Wichita Falls and heard the program outlined above, 
which was presented by the Wichita Falls District Heart 
Association. Mr. W. O. Kimmell, chairman of the inspec- 
tion committee during the Wichita Falls clean-up campaign, 
talked in support and explanation of a proposed $2,000,000 
bond issue for improvement of water, sewage, and fire 
facilities in Wichita Falls, and the seventy members present 


voted unanimously to go on record as favoring the bond 
issue. 






or 








AUXILIARY NEWS 


Bell County Auxiliary 


Members of Bell County Auxiliary were entertained De- 
cember 10 in Temple with a musical program given by 
students of the public schools under the direction of Miss 
Irene Havecost. Forty-one members and three guests were 
served refreshments by the hostesses: Mesdames T. F. Bunk- 
ley, R. D. Moreton, M. W. Sherwood, E. R. Veir, A. H 


Alsup, Bert DeBord, Jr., and E. O. Bradfield—Mrs. Beri 
DeBord, Jr.” 


Bexar County Auxiliary 
Husbands of the members of Bexar County Auxiliary 





Officers of the Woman's Auxiliary to the State Medical Association 
of Texas: President, Mrs. S. M. Hill, Dallas; President-Elect, Mrs. 
Joseph B. Foster, Houston; First Vice-President (Organization), Mrs. 
O. W. Robinson, Paris; Second Vice-President (Physical Examina- 
tion), Mrs. Robert F. Thompson, El Paso; Third Vice-President 
(Hygeia), Mrs. J. C. Terrell, Stephenville; Fourth Vice-President 
(Program), Mrs. Edward W. Coyle, San Antonio; Corresponding 
Secretary, Mrs. Cecil O. Patterson, Dallas; Recording Secretary, Mrs. 
R. E. Clark, Memphis; Treasurer, Mrs. V. M. Longmire, Temple; 
Publicity Secretary, Mrs. H. §. Renshaw, Fort Worth; Parliamentarian, 
Mrs. J. C. Sharp, Corpus Christi. 
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A scholarship fund for a graduate nurse training course 
was established and a vote of thanks was given to R. L. 
Daily, out-going president. Officers for 1949 include K. W. 
McFatridge, president; J. R. Reagan, vice-president; C. H. 
Brown, secretary; Bailey R. Collins, delegate; and R. L. 
Daily, alternate, all of Wichita Falls. 

During December the Wichita County Medical Society 
sponsored a series of four radio talks over station KFDX in 
Wichita Falls to familiarize citizens with what is being 
done and what is being planned in various medical fields. 
Joseph G. Pasternack discussed “What the Blood .Bank 
Means to Wichita Falls and the Community”; Wayne Reser 
spoke on “What the Wichita County Tuberculosis Society 
Is Doing”; Bailey Collins discussed ‘Activities of the Wichita 
County Cancer Clinic”; and Charles H. Brown concluded 
the series with a talk on “Activities of the Wichita Falls 
Mental Hygiene Society.” 


Williamson County Society 


December 14, 1948 
(Reported by Roy H. Kirkpatrick, Secretary ) 
Cancer—R. Lee Clark, Jz., Houston. 

The Williamson County Medical Society met December 
14 in Taylor to hear R. Lee Clark, Jr., director of the M. D. 
Anderson Hospital for Cancer Research, Houston, talk on 
cancer and to elect officers. 

Dr. Clark spoke of cancer as a major cause of death in 
the world and said that early examinations and subsequent 
diagnosis would save many of those who die from the dis- 
ease. 

New officers are D. B. Gregg, Round Rock, president; 
H. R. Gaddy, Jr., Georgetown, vice-president; Roy H. Kirk- 
patrick, Taylor, secretary; and J. J. Johns, Taylor, delegate. 

The society voted to encourage the public to have chest 
roentgenograms taken in the survey sponsored that week in 
Taylor by the local health unit and the State Health De- 
partment. 
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were honored at an informal dinner dance December 10 in 
San Antonio. Christmas decorations were arranged by Mrs. 
R. E. Fisher. Mrs. Dan Russell was in charge of prizes and 
Mrs. Alfred Hill of entertainment. Chairmen for the party 
were Mesdames Herbert Hill and D. A. Todd.—Mrs. C. C. 
Shotts. 


Cass-Marion Counties Auxiliary 


Cass-Marion Counties Auxiliary met November 10 in 
Hughes Springs for a dinner meeting with the medical 
society. Dr. and Mrs. D. R. Baber and Dr. and Mrs. L. E. 
Rutledge, Daingerfield, were guests—Mrs. J. M. DeWare, 
III, Publicity Chairman. 


Cherokee County Auxiliary 


Cherokee County Auxiliary met jointly with the Medical 
Society for dinner November 24 in Rusk, with Dr. and 
Mrs. M. E. Huff and Dr. and Mrs. C. L. Jackson as hosts. 
Following dinner, the auxiliary met at the home of Mrs. 
Huff for a business meeting and a program presented by 
Mrs. Malcolm McNatt, Marshall. Mrs. McNatt exhibited 
pieces of antique china, telling the history of each, and 
showed motion pictures taken in Europe. Mrs. Samuel M. 
Hill, Dallas, President of the State Auxiliary, was a guest. 















































































































































Dallas County Auxiliary 

Christmas music by the Double Quartet of the Southern 
Methodist University School of Music under the direction 
of Berndardt Tiede entertained Dallas County Auxiliary 
at a luncheon December 1 in Dallas. Mrs. J. R. Maxfield 
Jr., was in charge of the program. A business session was 
conducted by Mrs. G. F. Goff, president. 

The December philanthropic project of the auxiliary was 
a record shower for the children’s hospitals. Records re- 
ceived for the project were classified and distributed by the 
philanthropic committee. 

The annual dinner dance of the auxiliary was held De- 
cember 4 with Mrs. Robert E. Winn as general arrange- 
ments chairman. She was assisted by Mrs. Ridings E. Lee, 
entertainment chairman, and Mrs. J. Shirley Hodges, dec- 
orations chairman.—Mrs. Harry B. Sowers. 


Galveston County Auxiliary 

Galveston County Auxiliary entertained Mrs. Samuel M. 
Hill, Dallas, President of the State Auxiliary, with a tea 
November 30 at the home of Mrs. Edward Randall, Jr., 
Galveston. New members of the auxiliary, members of the 
Medical Dames, and women students at the University of 
Texas Medical Branch were also complimented at the tea. 
Mrs. Hamilton Ford and Mrs. W. F. Spiller were in charge 
of arrangements for the party, and presiding at the tea and 
coffee services were Mesdames M. L. Graves, Houston, hon- 
orary member of the Galveston County Auxiliary, George 
Lee, Edward Randall, Frederick Fowler, W. J. Jinkins, Sr., 
G. W. N. Eggers, and S. R. Snodgrass. 

Mrs. Hill and Mrs. Graves were guests at an informal 
luncheon meeting of officers and committee chairmen pre- 
ceding the tea—Mrs. Martin L. Towler, President. 


Grayson County Auxiliary 


A Christmas luncheon and musical program were held 
by Grayson County Auxiliary December 10 in Sherman. 
Mrs. A. L. Porter, Denison, was presented in readings and 
vocal selections with her own accordian accompaniment by 
the group of dentists’ wives who participate in the auxiliary. 
Mrs. John Ellis, Sherman, decorated the table with various 
seasonal ornaments including a popcorn Christmas tree 
trimmed with gumdrop lights.—Mrs. Stanley Monroe. 


Harris County Auxiliary 


A supper dance honored new members of Harris County 
Auxiliary and their husbands in Houston on December 15. 
Chairman for the occasion was Mrs. Joe Gandy. Hostesses 
included Mesdames Thomas L. Royce, Curtis Burge, Wen- 
dell H. Hamrick, Denman C. Hucherson, Kenneth C. Von 
Pohle, Herbert H. Harris, James E. Dailey, Howard T. 
Barkley, John Wall, A. A. Ledbetter, James R. Greenwood, 
Arthur M. Faris, Hatch W. Cummings, Jr., John E. Skog- 
land, Luther M. Vaughn, Thomas D. Cronin, Fred A. Bloom, 
Shaw McDaniel, H. Leland Kaplan, J. C. Youngblood, and 
W. Philo Howard.—Mrs. Thomas L. Boyce. 


Hunt-Rockwall-Rains Counties Auxiliary 


A “Doctor’s Day” banquet given by Hunt-Rockwall-Rains 
Counties Auxiliary December 7 in Greenville emphasized 
the Christmas theme in program and decorations. The Rev. 
Cy Barcus, pastor of Kavanaugh Church, was the main 
speaker, bringing an inspirational Christmas message. Mr. 
and Mrs. Don Course played violin, accordian, and bass 
violin selections. Dr. Henry Mehmert spoke briefly con- 
cerning alcoholism as a disease, and presented Dr. Searcy 
Lee Whaley, who was in the city in the interest of aiding 
alcoholic patients. 

Mrs. Frank Little, president of the auxiliary, presided. 
Mrs. Joe Becton presented the program and introduced 


various guests. Dr. Frank Little, president of the medical 
society, presented the newly elected officers of the society. 


Jefferson County Auxiliary 


Jefferson County Auxiliary late in November collected 
and sorted approximately 10,000 bottles of medicine samples 
sent by manufacturers to the physicians of Beaumont and 
contributed by the physicians for use in the Municipal Hos- 
pital. The drive, similar to a campaign held the preceding 
year, was so successful that three days were required for 
sorting the bottles of medicine and pills collected with the 
aid of Boy Scouts and city workmen. Mrs. H. B. Williford, 
Beaumont, was chairman of the drive. Mrs. John F. Wood- 
ward, Beaumont, was in charge of the sorting, with Mes- 
dames Fred Sutton, Fred Colby, G. B. Stephenson, M. E. 
Suehs, Philip McNemer, W. H. Brandau, R. T. Lombardo, 
J. C. Crager, George Gill, S. V. Granata, and Williford 
assisting. 

Mrs. Samuel M. Hill, Dallas, President of the State 
Auxiliary, was guest at a Christmas luncheon of the Jeffer- 
son County Auxiliary on December 1 in Port Arthur. Mrs. 
H. E. Alexander, Beaumont, president of the district auxil- 
iary, was leader for the day. Mrs. W. W. Glass, Jr., Port 
Arthur, was chairman of the hostess committee. Kermit 
Gideon, Port Arthur, presented a program of vocal selec- 
tions. Members of the auxiliary brought soft candy wrapped 
as Christmas presents for residents of homes for the aged.— 
Mrs. R. T. Lombardo, Publicity Chairman. 


Kerr-Kendall-Gillespie-Bandera Counties Auxiliary 


Kerr-Kendall-Gillespie-Bandera Counties Auxiliary met 
December 3 at the home of Mrs. L. L. Keyser, Fredericks- 
burg, with Mrs. L. A. Feller and Mrs. H. H. Pfieffer as co- 
hostesses. Twenty members were present. 

A letter of resignation from Mrs. V. J. Sutch, Kerrville, 
historian, was read and accepted. Mrs. Angelo Campagna 
was elected to fill the vacancy, with Mrs. David McCullough 
and Mrs. E. L. Dyer as assistants. 

A discussion concerning the presentation of a series of 
lay medical programs over the radio, using transcriptions 
prepared by the American Medical Association, was opened 
by Mrs. Charles Livingston, Legion, the president. Mrs. A. 
P. Allison, Kerrville, and Mrs. Feller were asked to obtain 
information from the radio stations as to the possibilities 
of such programs and their cost. 

A short musical program was presented by Miss Jay 
Hines, pianist, and Mrs. Keyser, vocalist. Refreshments 
were served.—Mrs. Roger Stevenson, Secretary Pro Tempore. 


McLennan County Auxiliary 


The November and December meetings of McLennan 
County Auxiliary were combined in a session December 
1 in Waco at which seventy women were present. Members 
of the Woman’s Auxiliary to the Dental Society were 
guests. Mrs. Van Doren Goodall, Clifton, a member of 
the auxiliary, reviewed a book by Vernon Loggins en- 
titled “Two Romantics and Their Ideal Life,” dealing with 
the sculptress Elizabet Ney and her husband. Refreshments 
were served following the review. Mrs. Charles Russell, 
president of the dental auxiliary, poured the coffee. Mes- 
dames Tom Oliver, chairman; D. D. Warren, George 
Bryant, Milton Spark, H. M. Anspach, L. D. Collins, C. G. 
Catto, and W. L. Souther were hostesses—Mrs. J. R. 
Shipp, Publicity Chairman. 


Nueces County-_ Auxiliary 


A talk on period furniture by Mrs. Virginia Hartman was 
featured at a luncheon meeting of Nueces County Auxiliary 
on November 19 in Corpus Christi. Hostesses for the meet- 
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ings were Mesdames L. P. Guttman, Walter C. Brown, H. 
B. Woods, G. W. Edgerton, and Jerome Nast. 


Orange County Auxiliary 


“Health in Our Community” was the topic of Orange 
County Auxiliary at a recent meeting. Mrs. C. M. Covington 
in speaking on the subject emphasized the importance of 
doctors’ wives striving to improve the health of the com- 
munity. The meeting was held at the home of Mrs. T. O. 
Woolley, Orange, and refreshments were served during a 
tea hour to eight members and one guest. 


Rusk-Panola Counties Auxiliary 


Rusk-Panola Counties Auxiliary was organized at a tea 
November 23 at the home of Mrs. Lynn Hilbun, Henderson, 
with twenty-seven women present. Mrs. Samuel M. Hill, 
Dallas, President of the State Auxiliary, and Mrs. Paul B. 
Stokes, Crockett, council woman of District 11, were present 
to assist with the organization. 

Officers elected are as follows: Mesdames J. C. Allen, 
Henderson, president; Bruce McMillan, Overton, vice-presi- 
dent; H. D. Kuykendall, Carthage, secretary-treasurer; Lynn 
Hilbun, Henderson, recording secretary; and K. C. Prince, 
Carthage, reporter—Mrs. K. C. Prince, Reporter, and Mrs. 
Paul B. Stokes, Council Woman. 


Smith County Auxiliary 


Physicians of the county were honored by Smith County 
Auxiliary at a dinner in Tyler recently. Officers of the 
auxiliary were hostesses. They include Mesdames W. How- 
ard Bryant, president; R. E. G. Baldwin, vice-president; 
Glynne Brown, recording secretary; Carter Anderson, cor- 
responding secretary; and George B. Allen, treasurer. The 
Rev. John Anderson, pastor of the First Presbyterian Church, 
was the speaker, and musical selections were presented by 
Mrs. Hartzell Wilson and Mrs. Ben Wilson, violinists, and 
Dr. Carter Anderson, vocalist, accompanied by Mrs. Craven 
Beard. 

Mrs. Roy Page gave the invocation. Mrs. Bryant made a 
short welcome address to which Dr. J. Goldfeder responded. 
Mrs. C. C. McDonald was in charge of dinner arrange- 


ments; Mrs. J. J. Faust of decorations; and Mrs. Carter 
Anderson of the program. 


Tarrant County Auxiliary 


Tarrant County Auxiliary heard a talk on interior dec- 
oration by Miss Jewel Taylor, interior decorator at the W. 
C. Stripling Company, at its luncheon meeting December 





J. C. HENNEN 

Dr. Josiah C. Hennen, Garland, Texas, died October 29, 
1948, after a long illness. 

Born September 7, 1871, near Sulphur Springs, Texas, 
Dr. Hennen was graduated from the old Dallas Medical 
College in 1904 and did postgraduate work with John B. 
Murphy at Mercy Hospital, New Orleans, each year from 
1909 to 1915, and at the Eye, Ear, Nose, and Throat Hos- 


An abituary ordinarily will not be published more than four 
months after date of death. Cooperation in reporting deaths of pby- 


sicians and in furnishing appropriate biographical material promptly 
4s solicited. 
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10 in Fort Worth. About 120 members attended the lunch- 
eon. Mrs. John Monaghan was chairman of the day.—Mrs. 
Hub Isaacks, Publicity Secretary. 


Eighth, Ninth, and Tenth District Auxiliary 


Mrs. Samuel M. Hill, Dallas, State President, was the 
featured speaker at a meeting of the Eighth, Ninth, and 
Tenth District Auxiliary in Houston on December 7. Mrs. 
Hill was introduced by Mrs. Edward C. Ferguson, Beaumont, 
immediate past State President. Mrs. Carlos Hamilton, Hous- 
ton, president of the Harris County Auxiliary, welcomed the 
visitors, and Mrs. Harry Brown, Yoakum, gave the response. 
Mrs. Hugh Alexander, Beaumont, president of the district 
group, presided. 

The auxiliary was entertained with a style show staged 
by Sakowitz Bros. at a luncheon. Approximately one hun- 
dred women were in attendance. 


Thirteenth District Auxiliary 


Thirteenth District Auxiliary met in Mineral Wells, No- 
vember 11-12. The first afternoon was devoted to social 
activities, including bridge and other games and.a coffee 
given by. the Palo Pinto-Parker Counties Auxiliary. The 
women and their husbands were entertained that evening 
with a buffet supper. Mrs. T. A. Bond, Fort Worth, district 
council woman-elect, presided over a business session the 
second morning in the absence of Mrs. Frank C. Hodges, 
Abilene, council woman. Following a welcoming address 
by Mrs. J. C. Allensworth, vice-president of the Palo Pinto- 
Parker Counties Auxiliary, Mrs. Bond introduced Dr. T. H. 
Thomason, Fort Worth, who spoke on cancer. A motion 
picture film, “Traitors Within,’ was shown after his talk. 

Auxiliary members were urged to assist in the campaign 
to recruit nursing students in the district. 


AUXILIARY DEATHS 





Mrs. Don Juan Jenkins, Daingerfield, Texas, died Novem- 
ber 5, 1948. Wife of a former president of the State Med- 
ical Association, Mrs. Jenkins was active in the Woman's 
Auxiliary as a member at large. She was a leader in the 
Baptist Church and the Literary Club. Survivors include 
her husband, Dr. Jenkins; a daughter, Mrs. Donnibel J. 
Dodd; and a son, Lawrence Bradfield Jenkins, all of Dainger- 
field; two grandchildren; and two great grandchildren. Gifts 
in her memory have been sent to the Texas Children’s Hos- 
pital and Southwestern Medical Foundation, Dallas. 


pital, New Orleans, in 1918. He also studied in Louisville, 
Ky., Memphis, Tenn., and Chicago. He practiced in Lone 
Oak, Memphis, and Seymour, Texas, before moving in 
1938 to Garland where he practiced until his retirement 
in 1947. Dr. Hennen was a member for many years of the 
American Medical Association and the State Medical Asso- 
ciation, first through Armstrong-Donley-Childress-Collings- 
worth-Hall Counties Medical Society, then through Baylor- 
Knox-Haskell Counties Medical Society, and since 1938 
through Dallas County Medical Society. In 1947 he was 
elected an honorary member in the Dallas County Medical 
Society and the State Medical Association. He was a mem- 
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ber and on the board of stewards of the First Methodist 
Church, had been president of the Garland Lions Club, and 
was a member of the Masonic Lodge. 

Dr. Hennen is survived by his wife, the former Miss 
Mary Helen Major, whom he married April 19, 1929; a 
daughter, Mrs. L. R. Patterson, and a son, Joe Hennen, both 
of Wichita Falls; a brother, Claude Hennen, Brashear, and 
a sister, Mrs. Bob Phillips, Sulphur Springs; also a grand- 
daughter and great-grandson. 


T. @ DARBY 


Dr. Tilghman Opta Darby, Sour Lake, Texas, died of 
coronary occlusion December 11, 1948, while en route to a 
Beaumont hospital. 

The son of Mr. and Mrs. F. E. Darby, Dr. Darby was born 
April 29, 1876, in Abbeville, La. He attended public 
schools in Lafayette, La., and was graduated in pharmacy 
from Tulane University, New Orleans, in 1901 and in 
medicine from the University of Nashville Medical Depart- 
ment, Nashville, Tenn., in 1907. Dr. Darby began his 
practice in Saratoga, Texas, where he was local surgeon for 
the Santa Fe Railroad, moving three years later to Sour 
Lake, where he was local surgeon for the Southern Pacific 
Railroad for twenty-four years, and for the Missouri Pacific 
Railroad for twelve years. 

Dr. Darby served in the Medical Corps of the 60I1st 
Engineers during World War I. He enlisted as a first 


Dr. T. O. DARBY 


lieutenant, was commissioned captain prior to sailing for 
France, and was discharged in 1919 as a major in the 


Reserve Corps. He was later promoted to lieutenant colonel. 
His French croix de guerre has two stars, one for special 
service in a major offensive operation and one for dis- 
tinguished service. 

Dr. Darby was a member of the American Medical As- 
sociation and the State Medical Association, through Jef- 
ferson County Medical Society and then through Hardin- 
Tyler Counties Medical Society of which he was president 
in 1942. He was elected to honorary membership in the 
State Medical Association in 1948. He was also a member 
of the Southern Medical Association and for a number of 
years was active in Boy Scout work and cancer control ac- 


tivities. An active member for many years of the Hardin 
County Chapter of the American Red Cross, Dr. Darby 
obtained the charter for and assisted in the organization of 
this chapter. He was also a member of the Catholic Church, 
the Veterans of Foreign Wars, and the American Legion. 
Dr. Darby devoted his spare time to collecting native birds 
and wild animals, some of which he kept as pets. 

On December 7, 1907, in New Iberia, La., Dr. Darby 
married Miss Frances Bella Pellerin, who survives. Other 
survivors include a daughter, Mrs. Ethel Darby Delk, Ruston, 
La.; a brother, Tolson Darby, Shreveport; five sisters, Mrs. 
A. N. Farley, Mrs. James Dautrive, and Miss Velma Darby, 
all of Dallas; Mrs. B. H. Miller, Abbeville, La.; and Mrs. 
W. S. Savage, Monroe, La.; three grandchildren, and four 
great-grandchildren. 


C. J. MARTIN 


Dr. Charles Jim Martin, Huntsville, Ark., who prac- 
ticed for more than thirty years in Texas, died November 
19, 1948, in Fayetteville, Ark., of coronary occlusion. 

Born December 19, 1883, in Sutton County, Texas, Dr. 
Martin was graduated from Southwestern University Med- 
ical College, Dallas, in 1910. He did postgraduate work at 
Tulane University, New Orleans. Dr. Martin located first 
at Livingston, Texas, where he served as local surgeon for 
the Missouri Pacific Railroad. He then practiced in The 
Grove from 1912 to 1916, in Alamo from 1920 to 1925, 


Dr. C. J. MARTIN 


and in Rio Grande City from 1925 until 1945, when he 
moved to Huntsville, Ark. He resided in Christoval from 
1917 through 1919 but was not in practice there. Dr. 
Martin was acting assistant surgeon of the U. S. Public 
Health Service in Rio Grande City and served as health 
officer for Starr County. He later served as health officer 
and coroner for Madison County, Ark. 

Dr. Martin was a member for thirty years of the State 
Medical Association of Texas, holding membership through 
Coryell County, Tom Green Eight County, and, most re- 
cently, Hidalgo-Starr Counties Medical Society. He became a 
member of the Arkansas Medical Society in 1947. Through- 
out these years of professional activity he was also a member 
of the American Medical Association. 
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